MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18° a 
13557 CERTIFICATE OF DEATH 13533 


INTERVAL BETWEEN 
ONSET AND DEATH 


Years 


18. CAUSE OF DEATH [Enter only one couse per line for (a), (b), ond (e).] 


PART | DEATH eiate caust (o)_Artersosclerotic hear€ disease 


) 


ZRO«t DUE TO 


Coleco IEG, eb Coronary arteriosclerosis | Years 


gave rise to immediate 


= > Reg. Dist. No. 
Ca 3 1 PLACE OF DEATH eE USUAL RESIDENCE (Where deceosed lived. If institution: Residence before admission) 
2 EN “a a. STATE b, COUNTY / 
2: 
are Cure MARYLAND YW 
£ 3 b. CITY OR TOWN (If outside corporote limits, write | c, LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) 
8 § RURAL ond give nearest town) 
oP ne, Sykesv e la 6mo 8 days Baltimore 18 oa 
ay y d. NAME OF HOSPITAL (If not in hospitol, give street address) d, STREET ADDRESS . 1S RESIDENCE 
= OR INSTITUTION 6 ON A FARM? 
S orinefield ate Hoanits 48 Dumbarton Ave. yes J] No PQ 
& 3. ieee First Middle Lost 4. Pere Month Doy Yeor 
3 (Type or print) Samuel Dixon Allison DEATH December 20, 19 59 
= 5. SEX 6. COLOR OR RACE |7. MARRIED PX} NEVER MARRIED [] | 8 DATE OF BIRTH 9. AGE {in yeor [FUNDER TYEAR]IF UNDER 24 HRS. 
= las} joy) | Months] Di Hi Min, 
gs Male White wipowep [} vvorceo[] | November 3 ’ 1882 4 yrs. elcee, <) “amen di 
es 100, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country] 12. CITIZEN OF WHAT COUNTRY? 
$s juring most of working life, even if retired) 
Re er - Scotland U.S.A. 
2 a 13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
° 2 
3 8 Samuel Allison Margaret Dixon 
- 8 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 
6 & (Yes, po, or unknown) QF yas, give war or dates of service) i P; 
oe No - 061-15-7311 | Springfield Hospital Records, 
i 
Oe 
& 
=f 
= 
r-} 
3 
. 
2 
© 
5 
3 
3 
% 
°Q 
2 
2 
3 
8 


A Ff ADDRESS (Street, city or town, stote) DATE SIGNED 
iim DQeclin, de _ uo. Springfield State Hospital ...12/20/s9 


= 

3 i DUE TO 

é couse {0}, stoting the under- 
ges iit Sewn bee, Carcinoma of esophagus | Months: 
Biee 2S 
Bes Angall. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING JQ DEATH BUT NOT RALATED ID THE TERMINAL DISEASE GONDITIOM GIVEN IN PART 1(0)|19. WAS AUTOPSY 
aa 9) C.Bt8s 8SSoo win Cree eee Ea cerebral AreerTos et se Osis With (0/19: PERFORMED? 
238 AS D ho eactio n Yes [HNO (} 
er E [200.*ACCIDENT WAS UNDERLYING []__ [20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Port Il of item 1B.) 
s & OR CONTRIBUTING CI CAUSE OF DEATH 
eof & | GF EITHER, NOTIFY MEDICAL EXAMINER} 
S58 & |20c. TIME OF INJURY Month, Doy, Year ]20d. INJURY OCCURRED  [20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) (County) (Stote) 
5 ee S | Seow eneens While Nar while foctory, streat, office bidg., ete.) ! 
ee 2 p.m, 19 Jot work [1] of work | 
= ° 
SE 21. | certify that | attended the deceased fromMay 22, ....___ , 19.58, tDecember_20,, 189 that | last saw the deceased 
ri 3 alive an_December 20, __, 1959___, and that death accurred ot 20Pm, fram the causes and an the date stated abave. 
acs 

° 

a 

2 

5 

°o 

2 

5 

o 

° 

a 

° 

a 


: 
a'6 v ° 

£3 Name ityee__(/_ Agustin delCampo, M. Sykesville, Maryland, 
Eee 

woz ‘220. BURIAL, CREMATION, | 22b. DATE THEREOF ‘Zc. NAME OF CEMETERY OR CREMATORY ‘22d. LOCATION (City, town, or county) (Stote) 

Qo >5 IMOVAL (Specify) is ais ; 

aS Betat” (12/23/59 qadens of taith (em |baltinone, Manyland 

ae 23. FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS Daal eaRe BEGSSTBAR | 246. REGIELRARA SIGNATUREA 

VS AlS5 (4) L . 

15M 9/38. Pohn. A Menan- 3000 £, haltimone Starcet DATE lice 


1 


‘OR STATE 
ALTH DEPT. 


sary, please x 
Poge mon 
files. 
th, 


ctar. 


o 


ith form PM3. Page 5 moy be retained™roy your 


A 


nt within 72 hours after death. 


wi 


it permit. File poges 1 ond 2 with the Stote Boord of 


*s Office along 
or its designated ogent, prior to buriol, cremation, of removol, and jj 


te, writing the ward “pending™ in pencil in Item 38. Give Poges 1, 2, and 3 to the funerc 
miner’ 


L EXAMINER: This certificate should be executed within 24 hours after decth. If ony delay is 


ico 
morded to the Chief Medical Exo 


TO FUNERAL DIRECTOR: Page 3 should be used os a buriol-trans 


‘ 


TO DEPUTY M 
execute the 
4 should be 


vs. ASME 
5M 2/57 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 3534 
MEDICAL EXAMINER’S CERTIFICATE OF DEATH bi 


12558 Reg, Dist. No. 


1, PLACE OF DEATH 


o. COONT 
Carrol] MARYLAND 


2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before Sa 


oO. ee - land b. COUNTY Howard 


b. ee ows ene corporote limits, write RURAL ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If oulside corporote limils, write RURAL on give neorest town) 
ive nearea tow 
Sykesville 8 days Elliott City OX =.06-) See 
d. NAME OF HOSPITAL OR INSTITUTION {If not in hospito!, give stree! oddress) d. STREET ADDRESS e hing a 
A Ri 
Springfield State Hospital Route 2 _ eon ives CI NO ET 
3. NAME fess : First Middle Lost 4. oe Month Doy Yeor 
(type or print) Mary Ellen Pauline _Ayres a a 
5. SEX 6. COLOR OR RACE |7- MARRIED [] NEVER MARRIED [[]| 8. DATE OF BIRTH Ls aoe ie ioe JE UNDER TYEAR| IF UNDER 24 HRS. 
cut birthday) ; 
F Ww wiboweD [2 pivorceo () 8=+16-67 92 ja Months | Days | Hours | Min, 
10a, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 2, CITIZEN OF WHAT COUNTRY? 
during mosl of working life, even if retired) 
m home ___ __Maryland — U.S.A. 
13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Robert J, Younger at ot “SFamnte Stephans i a 
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? [16 SOCIAL SECURITY NO. |17. INFORMANT ‘Address 
f¥ex, no, 7 unknown), (I! yea, give wor oF doles of service) 
no | Hospital records s. = 4 


ie saat 
IMMEDIATE CAUSE (o) ___Hypostatic pneumonia “ : if) SS 
Y2o ad DUE TO 


Conditions, if ony, which fracture of right hip Ds 


gove rite to immediote coure 
{o), stoting the underlying( PUE TO 


couse tot, = «@__arteriosclerosis (general) ~~ Z 


3 PART II, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART (0/19, WAS AUT OFS 
Mi 

= 

6 Bo due 0 8 E aS ea 

& ]200. 200. EXTERNAL CAUSE WAS. /20b. DESCRIBE HOW INJURY OCCURRED. (Enter nolure of injury in Port ¢ or Part II of item 18.) 

& [ee MARY Cho Dor CONTRIBUTING CK 

2 _ |. don't know - oe el melts 4a 

G [20c. TIME OF INJURY Month, Doy. Yeor ]20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, 120F. (Cily or town) (County) (Stote) 

ray Hour 9, m. While Not while eet sheet, office bidg., etc.) | 

2 2m 19 Jot work ([] of work t know ' 


21. V certify thot | took charge af the remoins described bhove, held on Autopsy [_], Inspection [3], Inquiry fk}, and in my 
opinion deatbyesulted fram: Noturol causes . Accident 0. Suicide [], Homicide [], Undetermined monner fe] 


ee A F * 2 DATE SIGNED 
ACTUAL Lee ‘ 7 A ¢ 4 iD. Hier MEDICAL EXAMINER (1) 

ASSISTANT MEDICAL EXAMINER [} 12 /9/ 59 
NAM Jemes T, Marsh DEPUTY MEDICAL EXAMINER [2 


Zac. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, 10 Town, or county) (tote). 
Wesley Chapel Cen. Rock Hall, Md. 


do, REC'D BY REGISTRAR ie REGISTRAR'S SIGNATURE ve 


DATE DEC 1 45g | “Srttia tia 


70. BURIAL CREMATION, |22b. DATE THEREOF = 

Buriat” | 12/11/59 
23. FUNERAL DIRECTOR'S SIGWATUR ADDRESS 
j ( _chestertown, Md. 


ie Ag LA 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 | 3 5 5 5 
13559 CERTIFICATE OF DEATH ig! de 


oll 


ADDRESS (Streel, city ar town, state) DATE SIGNED 


SISWATURE a Hi sa ES, mp, _Henryton State es we Seance 


* 


may be Tefainetby the haspital ar attending physician. 


page 3 should be detoched far use as the burial-transit permit. 


the registrar priar ta buri 


~ oa 
S 3 : Ai 1, PLACE OF DEATH 2 peuatl RESIDENCE (Where deceased lived. If institutian: Residence befare admission) 
2. 23 # a b. COUNTY 
se j Carroll Jephson?) Maryland 
ths b. CITY OR TOWN (If autside carporate limits, write | ¢. LENGTH OF STAY IN 1b cc. CITY OR TOWN (If autside carparate limits, write RURAL and give nearest oa 
& 34 RURAL and give nearest tawn) 
idee flenryton 2hk2 Baltimore 1-4 
RZ 22 d. NAME OF HOSPITAL (If nat in haspital, give street address) d. STREET ADDRESS. e. IS RESIDENCE 
= a] 3 OR INSTITUTION ON A FARM? 
ae Henryton State Hospital 2661 W. North Avenue yes C] Nox} 
3 sce 
ee 8 |. NAME OF First Middle Lost 4. DATE Manth y 
=~ DF DECEASED . OF of 
a 37 ise S ea) Nannie Bailey Beaty December Lage igo? 
s £3 
= 2 5. SEX 6. COLOR OR RACE | 7. MARRIED [_] NEVER MARRIED Oo B. DATE OF BIRTH oN oor rt iat IF UNDER as. 
2 lonths Ja} in. 
= ay Female Negro wipoweD Bd pivorceo[] | 12—=27=1869 'S yrs. ti 
2 Pd 
5 < . 
2 Ea 10a. USUAL OCCUPATION (Give kind of wark dane) 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State ar fareign cauntry) 12. CITIZEN OF WHAT COUNTRY? 
a a 85 during mast af warking life, even if retired) 
3 Bet Unknown Unknown Maryland USA 
8g na > 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
o 
g oo 
B Bo Unknown Unknown 
er 
= = a 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 
= a 5 £ (Yes. no. ar unknown) (NF yes, give wor ar dates of service) 14 t h t 
aS No | Unknown From application shee 
4 £8 
3 Eg 2 18. CAUSE OF DEATH [Enter anly ane cause per line far (a), (b), and (c)-] INTERVAL BETWEEN 
2 2 a$ PART |. DEATH WAS CAUSED BY: ONSET ANDREA 
Shee > DSATIMMEDIATE CAUSE (oj Cardiovascular insufficienc 
= 225 
oe Se ( + DUE TO 
ree Cee ‘ 
= 22> Canditians, if any, which w__Old age - Arteriosclerosis 
3 o ise ta i diate 
= Fae cause (a), wating the under ( OUETO 
z ez 2 lying cause last. (Mi = 
3 3 a @ Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1(a)| 19. ee ere 
3 3S a le i a ae 
peels < yes] no) 
Bie Oe iv] 
fete a 
a 2 o = Ba Ne ae ee 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | ar Part Il af item 1B.) 
a & EATH. 
me 2 5 © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
z . 5 & [20c. TIME OF INJURY Manth, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Hame, farm, | 20f. (City ar town) (County) (State 
Esles 3 Gooneatat While Nat while factary, street, affice bidg., etc.) ! 
apE § S lat wark (J ot work 
a < 
Zfe 
° 
= 
.S) 
u 
F4 
fa) 
z 2 se] /BHYSICIAN’S 7 
‘eA BEES ML [NAME type} Dr. Fei. Maculans, Supt. 

atest 

wu z ‘2a. BURIAL CREMATION, | 22b. DATE THEREOF Qe. NAME OF CEMETERY-OR CREMATORY 22d. LOCATION {City, tawn, ar caunty) (State) 

9>5 MOVAL ek” 

o £6 then teat) Ap Som Sina wom : 

a 36: 

ad '* FUNERAL DIRECTOR'S Para & See 24a, REC'D BY! REGISTRAR Ube REGISTRARS 

VS AIS (4) +i, 9 a = & Say 1¢ ‘5c 21 15 (637 

15M 9/5B ‘ DA’ 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
13560 CERTIFICATE OF DEATH neo. vn LO DSO 


1, PLACE bs DEATH e. ro RESIDENCE (Where deceased lived. If institutian; Residence befare admissjon) 
Saree LaAratt. MARYLAND b. couny(g LAL Z ( 
. OR TOWN (If autside carporate limits, ite i 
e 


— 


h 
by 
A 


2 ee nee i LENGTH OF STAY IN 1b 3 rate limits, write RUBAL and give nearest tawn) 
‘and gjve ngfrest tawn 
2 
: fusal GO Y4ty || x 
ng . NAME GF HOSPITAL (IF Apt in haspital, give street address) e. IS RESIDENCE 
= x OR INSTITUTION — i ieea ON A FARM? 
‘ YE: 
2 Sf soO 
6 3. NAME OF Middle Lost 4. DATE Manth Doy Year 
- DECEASED E. D / L fe OF 5 
3 (Type ar print) l UA § DEATH 3 7. ae 9S 
8 5. SEX 6, COLOR OR RACE |7. MARRIED [] NEVER MARRIED fZ]' | 8. DATE OF BIRTH 9. AGE {In years [IF UNDER 1 YEAR| IF UNDER 24 RS. 
[3 n lostebirthday} 
Ci AtA€, |\wioowen T] bivorceD [] 


F 
Whe Li \ Gat //-/ § Z 7 
10a. USUAL OCCUPATION (Give kind af wark dane} 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ar ign country) 12, CITIZEN OF WHAT COUNTRY? 
during Cy pee life, even if retired) 74 
[Poet ehatp Brerat ps Vb lh rete Li 


VBece, NAME : 14, MOTHER'S MAIDEN. NA e Pi 
I hetheviad (Gatley ane td 
15. WAS. Perel ay IN U. S. ARMED FORCES? /16, SOCIAL SECURITY NO. éZ gle 
I (Backs, Mecscsbae Wik 
Dw- 


ter death. 


ficate be executed within 24 ows death. Page 4 


(es, no, or unknown) ry fa war of dates af tervice) YE 


Then please remave carban papers. 
urs 


the registrar prior to burial, crematian, or removal, and in any event within 72, 


1B. CAUSE OF DEATH [Enter anly ane couse per ling-for (af )(b), ond (c).] INTERVAL SETWEEN 
PART 1. DEATH WAS CAUSED BY: 7 ae 5 oma 
IMMEDIATE CAUSE (a} Lato, 4 CP. rn ne 
Jf DUE TO ) 4) ; q . 4 9 
Canditians, if any, which ’ l a £ Cubs Od, [ & we Ze, hdd tg) UM Cteihy, Lipase ee J 
gove rise ta immediate @ 7 f 
cause (a), stating the under- ( DUE TO 
lying cause last. {o). 
Part Il. OTHER SIGNIFICANT CONDITIONS CONTRISUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1(a)|19. wesley: 
A era 
o ves] NODT. 


20a. ahd WAS UNDERLYING 5} T20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | ar Part Il af item 18.) 
OR CONTRIBUTING-ET-CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) > 1 


20c. TIME OF INJURY Month, Day, Yeor |20d. INJURY OCCURRED 20s. PLACE OF INJURY (Home, form, | 20F. (City ar tawn) (County) (State) 
Hour a, m. Kaiti =. ait oi factary, street, affice bldg., etc.) 
p.m. 9 lat work E}-atwork (G— { — 


21. | certify that | attended the deceased fram. MY, ae WIE, waved 19 FF thot | last saw the deceased 
alive on_ Lhe og tealies. L yan ek ae and that death accurred at__7 IF, fram the causes and an the date stated abave. 


MEDICAL CERTIFICATION 


ENDING PHYSICIAN: The law requires that the death cert 


the hospital ar attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and completely filled in by the funeral director, 


page 3 shauld be detached for use as the burial-transit permit. 


A \ 4 ADDRESS (Street, city ar tawn, state) DATE SIGNED 
ACTUAL ; “dy a 
 ) J [signature ee ne LE vom ae, hha Onde ERE Z ZF Te 
£ f 
z2 PHYSICIAN'S j 
Zs NAME (Type J = iS 7 ND yaks 
& a 2b." DATE 2). ., | Z2c_NAME OF CEMETERY OR A — q f LOSATION (City, fawn, er caunty) (State) 
Qa oG 
ae N\ abe Ak tadbeeed fee ae. Sig ey 
° - 


‘24b, REGISTRAR'S SIGNATURE 
Ou 


< 


ERAL DIRI OR’ W ADDRESS 240. BEC 9 REGISTRAR 
15 eee WE eS 22°59 
eM 37a Cy pare? 


— 


death. Page 4 


a 


TO FUNERAL DIRECTOR: After this certificote has been signed by the attending physician and completely filled in by the Funero! director, 
Pages t and 2 should be fi i 


Then please remave carbon papers. 


‘ansit permit. 
the registrar prior to burial, cremotion, or removal, and in any event within 72 hours ofter deoth. 


TENDING PHYSICIAN: The low requires that the death certificate be executed within 24 hours 
the hospital or attending physician. 


. 


poge 3 should be detached for use os the buri 


TO HOSPITAL 
may be reta! 


a 


4 


a 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 9 is 37 
13561 CERTIFICATE OF DEATH ee 


1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceosed lived. If institutian: Residence befare admission) 
o. COUNTY STATE 


é Maryland * count Washington 


¢, CITY OR TOWN {if outside corporate limits, write RURAL and give nearest fawn) 


MARYLAND: 


b. CITY OR TOWN (IF outside corporate limits, write | ¢. LENGTH OF STAY IN 1b 
RURAL and give neorest tawn} 


Sykesville (Rural) hy, 6m. 17de Hagerstown ae a 
d. NAME OF HOSPITAL (If not in hospitol, give street address) d. STREET ADDRESS: e. IS RESIDENCE 
OR INSTITUTION - 2 ON A FARM? 
Springfield State Hospital 35 N. Potomac Strebt ves] Nog 
3. NAME OF First Middle Lost 4, DATE Month Day Year 
DECEASED | OF 
(Type ar print) Bertha May Bennett DEATH 19 
5. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (tn years |IF UNDER 1 YEARTIF UNDER 24 HRS. 
lost birthdoy) | Months Hours | Min. 
Female White _|wrowes pore] | May 28, 1868 ys. 
100. USUAL OCCUPATION (Give kind af wark done|10b. KIND OF BUSINESS OR INDUSTRY [ 11. BIRTHPLACE (Stote ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during mast of working life, even if retired) 
Housewife - = faryland UsSehe 
13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME. 
| Henry Clay Reynolds Leah Elizabeth Saylor 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 
Yes, no, oF unknown), {IF yes, give wor or dates of service) z 
io -- - = Springfield State Hospital Record 
1B. CAUSE OF DEATH [Enter anly one couse per line for {a), {b], and {c).] INTERVAL BETWEEN 
PART |. DEATH WAS T : . 7 
IMMEDIATE CAUSE (o1_COronary Occlusion Hours 
“dot DUE To 
Conditions, if any, which Coronary Arteriosclerosis Years 
gave rise to immediate 
couse (a), stating the under. ( DUE TO ? . 
lying couse lost. Generalized Arteriosclerosis Years 
ra Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{0)/19. WAS AUTOPSY 
e Chronic.brajin syndrome assocjated with circula disturbance, with | (fErORMD: 
re] erebral arteriosclero mtn psycho 2 SO NOR] 
= | 200. ACCIDENT WAS UNDERLYING [J 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | ar Part Il of item 18.) 
& 1OR CONTRIBUTING LJ CAUSE OF DEATH 
@ |[{IF EITHER, NOTIFY MEDICAL EXAMINER) 
& [2%c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED — |20e. PLACE OF INJURY (Home, form, | 20f. {City or town) (County) (State 
a Hour o. m. While Nat while foctory, street, office bldg., ete.) | 
= p.m. 19 Jat work [J ot work H 
21. | certify that | attended the deceased from_Nowember 18, 19.58, taDecemher_16, 19.59 that { last saw the deceased 
alive on_Decenbe by. 1999, and that death accurred at 525 Pm, fram the causes and on the date stated abave. 
{/ ci ba ADDRESS (Street, city or town, state) DATE SIGNED 
ACTUAL 
SIGNAT 14 ios = SORA ee yee eS 12217659 
ICLAN -, 4 ‘ 
Name(yes)__Konstantin Weber, Ms De _. Sykesville, Maryland 
Ro. ae Toes 22b. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, tawn, or county) {Stote) 
speci 
Bu, IEVATLEA Hose - Hell Hagsarstous Ae 
23. FUNER; ‘ay RECTORS SIGNATURE ADDRESS 24a. REC'D BY REGISTRAR | 24b. REGISTRARS SIGNATURE 
gon Ro akoe sue MA BS E34 oes sel x: we 
Sh ail ‘i hieaiad vate DEC 2.1 '59 Chnihan £. Mame 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


‘«< y 
thet) 
; 1 CERTIFICATE OF DEATH I a a 
~ oy = 3 562 Reg. Dist. No. 
& oF 1. PLACE OF DEATH 2 USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
Ss 8 a. COUNTY b. COUNTY 
iF 3 3 MARYLAND ce) 
£ . te b. CITY OR TOWN (IF outside corporote limits, write | c. LENGTH OF STAY IN Ib c. CITY oe TOWN [If outside corporote limits, write RURAL and give nearest town) 
g 54 RURAL and give nearest tawn) Pins. 
2 3k Sykesville 9 mo,2 days SO St~ 
2 =. d. NAME OF HOSPITAL (If nat in hospitol, give street address) d. STREET ADDRESS e. IS RESIDENCE 
bei Ya) 7 = OR INSTITUTION ON A FARM? 
eee 
§ fy Seats. sent Yes 1] No, 
2 £6 3. NAME OF Middle 
+ - DECEASED i 
ey a (Type ar print) Henry Bens on DEATH 12- 12 19 
5 é 5. SEX COLOR OR i 7. ea NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
last ira) Months | Doys Min. 
white WIDOWED] bivorcep [] <8 -96 69 ys 
z 10a, USUAL OCCUPATION (Give kind af work dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
= during most of working life, even if retired) 
Farm Laborer none Penna. U, S, As 
3. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
Margaret Lenox: 
INFORMANT Address 


“Yes unknown) 


| (WF yes, give war or dates of service} 


1s) WAS DECEASED EVER IN U. S. ARMED FORCES? i SOCIAL SECURITY NO. 


220=-09=7370)_ Springfield State Hosp. Records 


PART I. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE {o) 


18. CAUSE OF DEATH [Enter only one couse per line far (a), (b), ond (c).] 


Hyperbénsive Cardiovascular Disease 


INTERVAL BETWEEN 
ONSET AND DEATH 


Then please remave carban papers. 


Cerebral Thrombosis 


“ 
4“YU3BX DUE To 
Canditions, if ony, which (bh 
gave tise to immediate 

DUE TO 


cause {0), stoting the under- 
lying cause lost. 


{c) 


The law requires that the death certificate be executed withi 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and campletely filled 


3 
i=] 
2 
ra 
g 
© 
£ 
PS 
< 
$s 
i 
é 
es 
Es 
E 
Sc 
gs 
ePM ao 
Boas 
egss 3 Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)]19. WAS AUTOPSY 
Bou a pa ac PERFORMED? 
2 a g fa) & yes 1) Nox] 
Pos = [ao, ACCIDENT WAS UNDERLYI " DESCRIBE HOW INJURY OCCURRI far naaTeh Part lor Part Il af item 1B. 
geset 5 [Be "ASGIBENT WAS UNDERLYING F] SCRIBE HOW INJURY OCCURRED. {Enter nature of injury in Port | or Patt Il af item lwith Psychotic Reac. 
eeogs & | UF EITHER, NOTIFY MEDICAL EXAMINER) 
Sees & }20c. TIME OF INJURY Manth, Doy, E 20e. PLACE OF INJURY (Home, form, | 20f. (City or town} (County) ‘Stote) 
cathe 31 3 Hour 0. m. While Not while foctory, street, office bldg., etc.) ! 
Esieé 2 ot work (C] of wark ' 
24525 
Ziff 3 19.29, to. .. 19.29thot | lost sow the deceosed 
SB 20 
z ra $3 8, from the couses and on the dote stoted above. 
E2055 ADDRESS (Street, city or town, state) DATE SIGNED 
=P 
Be (hae Springfield State Hosp. __12-12-59_ 
c za 
28485 PHYSICIAN'S 
= Oo 
Res2e NAME (Type)___Jwe} dan Radzykewyez M.D. Sykesville, Maryland... 
= & <> 
Fa 82°? 7o. BURIAL, CREMATION, | 22b. DATE THEREOF 22c, NAME OF CEMETERY OR CREMATORY 22d, LOCATION (City. town, or county) (State) 
= = 3 2 BuPYEtes™ | 12-15-59 Mount Olivet Cemetery Frederick, Maryland 
° = 
- 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS Qda. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
Vs AIS (2) M. Re Etchison & Son, Frederick, Marylané ee 
15M 9/58 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 35 39 
CERTIFICATE OF DEATH et 


<a 


“7 


~ ce 
8 33 ry sua RESIDENCE (Where deceased lived. If institutian: Residence befare admissian) TA 
& $y MARYLAND EcouN ' 
"5 “Maryland r. George's 

cs z 'b. CITY OR TOWN (If autside carporote limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN ([f outside carporote limits, write RURAL and give nearest town) 

3 5 RURAL and give nearest town} Fie h:) . 

yn Henryton 672 days Washington, ’D. C. OD: 
“ d. NAME OF HOSPITAL (If nat in haspital, give street oddress) d. STREET ADDRESS e. 5 RESIDENCE 
= oO. 2 OR INSTITUTION IN A FARM? 
= 0 0. Henryton State Hospital 9201 01d Fort Road, S. E,. vob No] 


3. peeee ia First Middle Lost 4. alle Month Day Yeor 
(Type or print) William E. Bolden DEATH Dec. 17, 1959 


5. SEX 6 COLOR OR RACE |7. MARRIED fx] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE {In yeor TF UNDER 1 YEAR| IF UNDER 24 HRS. 
al lost birthdoy) | Months] Days | H ee 
Male Negro  |winowen _—oovorceo F] 9-3-1902 jonths] Days | Hours) Min. 


yo. 
= 100. USUAL OCCUPATION (Give kind af wark dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11. 8IRTHPLACE (Stote ar foreign cauntry) 12. CITIZEN OF WHAT COUNTRY? 
F during most of working life, even if retired) 
| 3 Factory Worker Gun Powder Pr. Geoe Coo, Md Ce ee 
. > 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Joseph W. Bolden Margaret Gross 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address. 
{¥es, no, or unknown) Alf yes, give war or dotes of service) 
No Bolden ~ Patient 


18. CAUSE OF DEATH [Enter anly ane cause per line far (a), (b), ond (c).] ANE SE are 
PART I. ica WAS CAUSED 8Y: Ny 


MMEDIATE Cause (a. Cardiovascular insufficiency 


Then please yy 


TILAK DUE TO 
Canditions, if any, which >) Pulmonary fibrosis 
gave rise to immediate 
cause (a), stating the under ( DUE TO 
g lying couse last. Far advanced pulmonary tbe. 
& tS Patt Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART T(a)|19. WAS AUTOPSY 
ca 9 
a 5 ves] No 
a = | 20a. ACCIDENT WAS UNDERLYING []_ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | ar Part II af item 18.) 
= & | OR CONTRIBUTING L] CAUSE OF DEATH 
iS & | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
& [20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED — |20e. PLACE OF INJURY (Home, form, | 20f. (City ar tawn) (County) (Stote) 
8 ateeare While Nat while foctory, street, affice bldg., ete} 
= p.m. jot wark cat wark 


21. | certify Hog | attended the deceased from._*€&¥e _+¢: 2, to_ 


TENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs. 


the haspital ar ai 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and campletely filled in 6: 


the registrar priar ta burial, crematian, ar remaval, and in any event within 


page 3 shauld be detached far use as the burial-transit permit. 


alive on____+ _, 19.59 __, and that death Seal at2 : 

i ‘0, ADDRESS (Street, city or town, stote) DATE SIGNED 

. || [sein (Md avr hetna wo, Henryton, Maryland 12-17-59 
= 

2s PHYSICIAN'S 

= ry NAME (Type) Dre Edgars M, Maculans « -Henryton State Hospital, Henuryton, Md. 

6 = 2o. RENSURINGEER ETA, 2b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY a LOCATION (City, town, ar caunty) (State} 

4 ) eS ‘a 4 2 2) i 2 

ef 2 [eee [d- 20-5 \CHupen CunlE: Miz MD 

a Cy) “S423. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 

vs rs 


ANS (4) XY 
5M 9758 


Lh Mies (Co 26S jazi SF nk C/N DEC 21°59 Ountbun £ Kans 


death. Page 4 


w 


yy" +42 funeral director, 


The law requires that the death certificate be executed within 24 hours. 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


Red 
* CERTIFICATE OF DEATH 10540) 


Reg. Dist. No. 


. 3 + —=ai= 
# 1. PLACE OF DEATH xy 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before admission) 
3 iy 8. agtano a. STATE b. COUNTY J 
e 
° b. CITY OR TOWN {If outside carporate limits, write [c. LENGTH OF STAY IN Ib c. CITY OR-TOWN (If outside corporate limits, write RURAL ond give necrest tawn) 
2 RURAL and give nearest tawn} y 
= 2. ee 
3 ykes e 7 months Baltimore 5 2 Z 
= d. NAME OF HOSPITAL (if not in hospitol, give street oddress} d. STREET ADDRESS e. IS RESIDENCE 
ki OR INSTITUTION ON A FARM? 
. YE! 
z P O16 S58 Hos pit 2403 r s] No 
5 i Middl Lost Y 
3 ee iddle s Q Month Doy ‘ear 
3 (Type or print) rs 19 
‘a é 
8 8. SEX 6. COLOR OR RACE 7. vi B. DATE OF BIRTH 9. AGE (In years 
2 | MARRIED [_] NEVER MARRIED [> ee ess 
amale wipowep [] DIVORCED [] Le yrs. 


100. USUAL OCCUPATION (Give kind of work done! 


U y 112. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 


leath. 


10b. KIND OF BUSINESS OR "Cot. BIRTHPLACE (Stote or foreign country) 


etna Shirt C 
A a ° 


eamstress 


I 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME’ 


W._B oss 


m4 
1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 
Tes, 10, or unknown) (IF yor, give wor or dates of service) 
NO | io 
= 


1B. CAUSE OF DEATH [Enter anly ane cause per line for (0), (b), and (c)-] 
PART |. DEATH WAS CAUSED BY: 


‘a 


INTERVAL BETWEEN 
ONSET AND DEATH 


Then please remave carbon papers. 


3 
i 
2 
Z 
>= 
= 
2 
a 
E 
9 
& 
2 
2 
5 
c 
A 
@ 
23S 
Sez 
La 
Ug 
28s 
2 = 
5c: 
C8 % yt IMMEDIATE CAUSE (0! Months. 
££8 13 Y DUE TO 
$ 4 
>. = 
See Conditions, if any, which to ’ 
oc? gave rise ta immediote = 
Eve AS couse (o}, stating the under. (| OUE TO id 
cue lying couse lost. ( 
sees aes eA ee c) 1 
Sto Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)]19. Gj 
og 5° rs Wl, OTHER SIGNIFICANT CONDITIONS C IG TH BUT NOT RELATI TER T 1(o)]19. WAS AUTOPSY 
R2Qeo i 
nas : 
e829 6 2a associated h atorg D bance h cerabra A e os ard&id “ol 
eons © |2¥or ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item TB.) 
Beso E 1 OR CONTRIBUTING C] CAUSEOF DEATH 4 "i with psychotic reac, 
Zeess © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
So ft=e 2 
Sages & [20c. TIME OF INJURY Month, Doy, Year [20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F. (City ar tawn) (County) (Stote) 
= sigs a Hour 0. m. While Not while foctary, street, affice bldg., etc.) | 
eoEes = p.m. lot work [J ot work [7] i 
Of 525 ° 
as = 21. 1 certify that | attended the deceased fram___5=145________ , 1959, ta__12913 , 1959,,that | last saw the deceased 
o£< 2-2 : 
Zee os alive an_12013.-.----_ ,19_59__, and that death pccurred at. 1220, fram the causes and an the date stated above. 
F=OaG 5 ADDRESS (Street, city ar town, state) DATE SIGNED 
2d: nie ACTUAL vs Le. fi 
re " 
2 5 SIGNATURE d. .....--- Sykesville, Maryland ------- 12=13-59-_-.. 
=o sk vv 
-a 3 re 
22585 PHYSICIAN'S 
Zez2t NAME (Type) ESR Ss ey ee ee ee ee ee 
= 3 
re aN Of Reon BORA Ae 2b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY {Store} 
& ) . 
eet f2 Buriat” |12/16/59___| New_Cathedral Baltimor 
- { ‘23, FUNERAL DIRECTOR'S SIGNATURE ADDRESS 24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
\ z 
tvs!) [Sebimuncie Puneret Hone tne. 2601 Es gg [eet tea ("Cat Fe 


mi 


13565 


MARYLAND.STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH 


Reg. Dist. No. 


. PLACE OF DEATH 
co. COUNTY 


Carroll 


MARYLAND 


0. STATE Maryland b. county Carroll 


2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission} 


b. CITY OR TOWN {IF outside corporote limits, wri 
RURAL ond give nearest town} 


Rural Sykesville 


death. Page 4 
‘uneral director, 


ite | ¢. LENGTH OF STAY IN Ib 


5 years 


Rural Sykesville 


% 


c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 


cd. NAME OF HOSPITAL (If not in haspitol, give st 


OR INSTITUTION 
Rural Sykes 


| 


ree! oddress) 


ville 


d. STREET ADDRESS 
None 


e. IS RESIDENCE 
ON A FA 


RM? 
yes] nofsy 


|. NAME OF 
DECEASED 
(Type or print) 


S$. SEX 


First 
Albe 
6. COLOR OR RACE 


M W WID! 


Poges 1 and 2 should b 


rt 


4. DATE 
OF 
DEATH 


Last 


Breeden 


ve? 


nel 


Year 


ip 


7. MARRIED EX) NEVER MARRIED []} 


owen [] Divorce [J 


IF UNDER 1 YEAR) 


B. DATE OF BIRTH 9. AGE (In years 


IF UNDER 24 HRS. 


Months | Days 


3 /u 6 / 03 1 si 


Hours Min. 


1a. USUAL OCCUPATION (Give kind of work dane 
during most of working life, even if retired 


Laborer 


10b. KIND OF BUSINESS OR INDUSTRY 


Locke Inse 


11. BIRTHPLACE (State or foreign country) 


Virginia 


112. CITIZEN OF WHAT COUNTRY? 


[13. FATHER'S NAME 
James Breeden 


cate be executed within 24 haurs 


14. MOTHER'S MAIDEN NAME 


Mollie Riley 


18. WAS DECEASED EVER IN U. S. ARMED FORCES? 


(Yes. no, or unknown) | (IF yes, give war oF dates of service) 


no 


16. SOCIAL SECURITY NO. 


579 O1 522h 


Address 
Same 


INFORMANT 


Family 


PART |. DEATH WAS CAUSED BY: 


1B. CAUSE OF DEATH [Enter only one cause per line for (a), (b}, ond (€).] 


Massive Gastro~intestinal hemorrhage 


INTERVAL BETWEEN 


fe] 


ET AND DEATH 
hours 


Then pleose remave corbon papers. 


IMMEDIATE CAUSE (a) 

4, DUE TO 
Conditions, if any, which 
gave rise to immediote 


couse (a), stating the under: 
lying cause last, 


DUE TO 
{c) 


Chronic Lymphocytic Leukemia 


5 years 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)|19. SEREGR EE 


MED? 


yes] No 


200. ACCIDENT WAS UNDERLYING 0) 
OR CONTRIBUTING (1) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER} 


None 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Part II of item 18.) 


20e. PLACE OF INJURY (Home, farm, ; 20f. (City or town) 


(County) 
foctory, street, office bidg., etc.) ! 


(Stote) 


, crematian, or removal, and in any event within 72 hours after death. 
MEDICAL CERTIFICATION, 


hat | last saw the deceased 


=_M, fram the causes and on the date stated abave. 
ADORESS (Street, city or town, state) DATE SIGNED 


5 
8 
= 
° 
8 
7 
© 
£ 
3 
= 
8 
3 
$ 
g 
z 
& 
e 
2 
= 
z 
< 
a 
a 
Ky 
x= 
o 
° 
2 
a 
Zz 
& 
zi 
ta 


¢ 
5 
om 
S 
2 
a 
2 
£ 
vv 
4 
2 
8 
6 
& 
i 
°o 
2 
° 
= 
= 


b.uimew 


eph B. Worknan, M.D. 


ACTUAL 
SIGNATURE 


PHYSICIAN'S ¥ 
NAME (Type) 


220. BURIAL, CREMATION, 
REMOVAL (Specify) 


‘7b. DATE THEREOF 


12/15/59 


‘2c. NAME OF CEMETERY OR CREMATORY 
Glen Haven Cems 


22d. LOCATION (City, town, or caunty) 


(Stote) 


page 3 should be detached for use as the burial-transit permit. 


the registror priar to buri 


may be retail 


Bal timore, Maryland 


‘Qda. REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 


oABEC 15 '59 Citar £, Frmue 


> 
a 
= 
ae] 
=) 
= 
2 
e3 
a 
— 
5S 
o 
a) 
e 
S 
_ 
fa 
ps 
ES 
i 
a 
D 
= 
5 
€ 
2 
3 
° 
= 
> 
a) 
Se] 
y 
= 
na) 
c 
2 
o 
a 
4 
3 
= 
2 
3° 
as 
$ 
& 
= 
2 
< 
& 
° 
e 
> 
= 
a 
=) 
< 
« 
a 
z 
> 
in 
° 
i 


23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 


McCully Funeral Homes 130 E. Fort Avee 


& TO HOSPITAL 


ATS (4) 
SM 9/5 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


1 


a= WA CERTIFICATE OF DEATH shoe 
2 3 yore IE PLACE OF DEATH a 2, USUAL RESIDENCE (Where deceased lived. If insitution: Residence before odmision) 
Bo °. °. b. COUNTY. a 
= 58 4 (3rroll MARYLAND Maryland altimore City 
cs r-] 3g b. CITY OR TOWN {If outside corporote limits, write | c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
B s RURAL ond give nearest town) h ye 
Sager esville 23y.9m.lidays Baltimore BV6{- 4 
RR: (2 d. NAME OF HOSPITAL (IF not in hospitol, give street oddress) d. STREET ADDRESS e. IS RESIDENCE 
‘ we OR INSTITUTION ‘d ON A FARM? 
£ Springfield State Hospital None ves 1] No 
° 
Oo 3. NAME OF Fir ide | 4. DATE 
=e ® aes. 2 Middle Lost DA Month bay. Yeor 
Ce (Type or print) LENA BROCKMEYER DEATH December 2 1959 
2 30 5. SEX 6. COLOR OR RACE |7. MARRIED [_] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE {In yeors [IF UNDER 1 YEAR|IF UNDER 24 HRS. 
= io a 8 lag} birthdoy) Months] Doys | Hours | Min. 
Fao Female White wibowen [] pvorcen | 10-28-82 yn. 
= 4 Be 10a, USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHATCOUNTRY? 
3 g o 3 during most of working life, even if retired) 
3 pes Housework aaaeee Germany U.S.A. 
e ong 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
2 c 3 <€ 
» oo0 : : 
3 Zor Herman Kraschke Wilhelmina Koch 
‘= 2 3 3 WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. WNFORMANT Address 
5 a 5 a, 5, NO, oF unknown) {IF yes, give wor or dates of service) ‘ 
SeSess No | Unk. Records, Springfield State Hospital 
o 2B 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c). INTERVAL BETWEEN 
BE Si ONSET AND DEATH 
5o% PART |, DEATH WAS CAUSED BY: : 
aS re Bee IMMEDIATE CAUSE (0) Pleural effusion | Days 
eerie: 4“ 3X DUE TO 
2 5 r ‘ 
2) SF Conditions, if ony, which w__ Hypertensive cardiovascular disease Years 
6s gE gove rise lo immediote 
Sh ieee couse (0), stoting the under- ( OVE TO 
o < = ae lying couse lost. el 
5 2 3 5 ce a Parr Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{o}|19. eS are 
Seats 4/2 —o* 
2858 3 2 3 ves] No) 
ey ae = | 20a. ACCIDENT WAS UNDERLYING 0) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
. €VDO 
$55. . & | OR CONTRIBUTING LD) CAUSE OF DEATH 
qev a o U |(IF EITHER, NOTIFY MEDICAL EXAMINER) 
3 3s & |20c. TIME OF INJURY Month, Doy, Year ]20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (Stote) 
z es rz, Mace oaket While tink wie ry. street, office bidg., ete.) | 
= 3 & 2 rad eiwar rapid lictiewaek i 
° os rf 
z 2a 21. | certify that | attended the deceased fram_March 7 __ ,19.55., ta 
z 3s : 
$ $3 alive an___December 2 1959 is , and that death accurred at+ As, fram the causes and on the date stated above. 
E=O3% ‘ y, ADDRESS (Street, city or town, stote) DATE SIGNED 
S&:: —— lel Can wo, Springfield State Hospital 12-2-59 
Orara — 
22435 PHY: ; s 
£ez2e / Name (hype) “Agustin del Campo, M.D. __Sykesville, Maryland 
SEO D Roe REMATION, | 226. DATE THEREOF Stole) 
2-585 (_ REMOVAY (Speci / psoas Sis Caos 5 
zee AF? 7g hemy Prewef 
23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS ¢ 


24a. REC'D BY REGISTRAR 
59 


tn r r, 2db, REGISTRAG'S SIGNATURE 
Pawel lax tl g 3 went he lebescole (an oarDEG 4 Catton of. Fins 


ga 
=> 
La 
32 
Bs 
) 
fe 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 13543 
13567 CERTIFICATE OF DEATH ge eS 


1, PLACE OF DEATH 2. USUAL RESIDENCE {Where deceased lived. If institutian: Residence before admission) 


a. CO MOLL MARYLAND ° "faryland * coumaltimore Co,  ¥ 


b. CITY OR TOWN (If outside carporate limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If avtside carporate limits, write RURAL and give nearest town) 
RURAL and give nearest tawn) 


Sykesville ly. lm.13d. Baltimore 28, Md, As 
d. NAME OF HOSPITAL (If nat in haspital, give street address) d. STREET ADDRESS. e. IS RESIDENCE 
OR INSTITUTION ON A FARM? 


Springfield State Hospital 315 Ingleside Ave. ves] NOR] 


|. NAME OF First Middl st 4. DATE af 
DECEASED ee aes los Manth Day or 


iF 
SOPs ocr) MITLARD EDWARD BROUGHTON Lieve December h 19 59 
5. SEX 6. COLOR OR RACE | 7. MARRIED oO NEVER MARRIED 8. DATE OF BIRTH 4 — ital IF UNDER 1 YEAR| IF UNDER 24 HRS. 
> : lo if t 
Male White wipowep (] pivorceo [] 5-16-86 eee yee, | enitah toys | Hai | abies 


100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. SIRTHPLACE (Stote or foreign cauntry) 12. CITIZEN OF WHAT COUNTRY? 
during mast of warking life, even if retired) 
Maryland 0 Bhs 


Mee death. Page 4 


ad 


Pages 1 and 2 shauld be'filed with 


~ 
(r 


Laborer 
13, FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


Millard Fillmore Broughton Mabel Rollism 


I bi ‘WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 


“tnimowm |" *""""""""""'| 91312-8357 | Records, Springfield State Hospital 


Unknown 
18. CAUSE OF DEATH [Enter anly ane cause per line far (a), (b), ond (c).] INTERVAL BETWEEN 
PART 1, DEATH WAS CAUSED BY: af 
IMMEDIATE: Cause (0) Bronchopneunonia WN 


Uuqdix DUE TO 


Conditions, if any, which (o 
gave rise ta immediate 

couse (0), stoting the under- ( DUE TO 
lying couse last. ) 


Paar Il, Sa sled ICANT CONDITIONS. CONTRIBUTING i bel my T pared oe pay peice ervele, IN PART I(q)|19. aa 
a 
ote psyc aia, Sve set Lon i yes] NOD 


200. ACCIDENT WAS UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture af injury in Part | or Part II af item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, 1208, (City ar tawn) (County) (Stote) 
Haro. m. While Not while factory, street, affice bldg., etc.) | 
p.m. 19 Jat wark [J ot work [7] ' 


Then please remave carban papers. 


the registrar priar ta burial, crematian, ar remaval, and in any event within 72 haurs after death. 


MEDICAL CERTIFICATION, 


the haspital ar attending physician. 


i fad that death accurred si aoa, fram the causes and on the date stated abave. 
DATE SIGNED 


he: ADDRESS (Street, city ar town, ae 
ti Lb Caasefoe os Mi, Teh 
PHYSICIAN'S: 


NAME (Type) Sykesville, Maryland. 


To. BURIAL, Re TION, VATE THEREOF Zc. NAME OF Cl goer OR CREMATORY ‘Md. LOCATION (City, tawn, pr coun te) 
Z MovANens | ap If. Pirie eee Olere bl Za Silky 
ae S21 


23. E\YNERAL DIRECTOR'S SIGNATURE ADDRESS « | 240, REC'D 8Y REGISTRAR | 24b, REGISTRAR'S SIGNATURE 


TENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs 


5 
s 
g 

s 

€ 
2 
= 

“ 
a) 
qe 
2 
= 
= 
4 
2 

a 

5 

8 
oy 
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3 

as 
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a 

o 
Py 
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= 

= 
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e 
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a 
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Ae 
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3 
3 

$ 

2 

= 

5 
_ 

3S 

g 
£ 

3 
t 
a 
° 
4 
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» 


may be retain 
TO FUNERAL 


page 3 should be detached far use as the burial-transit permit. 


TO HOSPITAL 0, 


< 
a 


ANS (4) 


5M 9/58 : Z Cjoate eng g Conk tan $C tc 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 i a 5 g 4 
CERTIFICATE OF DEATH at 


We 0 COUN DEATH = Cua RESIDENCE (Where deceased lived. If our Residence before admission) 

°. 9, T a eg / b. COUNTY, 

f e./e6 MARYLAND ARVKLASSD CART Zaz 
Sao (if ys eit! - write ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
ond give neorés! =) ng ari z. r A 

UNION DE/IDEE \VEARS |IXUN/ON BRISBGEE 

ad. RANEITUNCHOe (if not in hospital, give street address) y 3, STREET ADDRESS e. bP 3 

x y st E. ¥ [Ro \U TE wi ves £T No C] 
First 4. DATE Month Year 


Teer NARGAREY " BUEFFINGTON Sm DEG 22455 


5. SEX 6, COLOR OR RACE [7 MARRIED [-] NEVER MARRIED [>] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER TEAR] IF UNDER 24 HRS, 
Se / , 4a lost Tee a Months] Doys | Hours] Min. 
/ y/ wivowen Z}— oworceo ] | /YAY F- /F GF ¢ LG 


100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 


uring mat of working life, even if ctired) - , ‘e . 2 
2 OME YRBRVLAND 
13. FATHER a NAME 14. MOTHER'S MAIDEN NAME 


i . ors is 
fe LYLE / UB RLOTIE LLAIFLE 
ep WAS BEGATOBEE U.S. —, oat 1. 722 SECURITY NO. [17, INFORMANT 
ee mae Hes 
Ni W932 -$20/ |\CHRLATTE 2 


18. CAUSE OF DEATH [Enter only one couse per line for (b). and (c).] INTERVAL BETWEEN. 


PART |. DEATH WAS CAUSED BY: ONSET AND DEATH 
4 »,  WAMEDIATE CAUSE (a) 


-” 
j DUE TO 


irectar, 


funeral 
2 should be filed with 


¥ 


in 24 haurs ofter death: Page 4 


\\ 


Then please remove carbon papers. Pages 1 ond 


the registrar priar ta burial, cremation, ar removal, and in any event within 72 haurs ofter death. 


Conditions, if ony, which . 
gove rise to immediate 

couse (0}, stoting the under- ( DUE TO 
lying couse fost. (o. 


Past fl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART T(a}}19. WAS AUTOPSY 


PERFORMED? 
ves(] nog 
200. ACCIDENT WAS ae C__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Part Il of item 1B.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, ing? Year | 20d. INSURY OCCURRED — | 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (Stote} 
Hour a. fy. While Not tis factory, street, office bldg., ED q 
pom. jot work [7] ot work 


21. | certify that | attended the deceased from. 1a A Asa.., 9.8 TDs fe Ol..., 19S. Z_,that | last saw the deceased 


alive on____L, -2/- 19: mopee and that death occurred seit Sf , from the causes and on the date stated abave. 
‘ADDRESS (Street, town, stote) DATE SIGNED 


MEDICAL CERTIFICATION 


= 
~o 
=, 
5 
3 
8 
2 
© 
© 
a 
2 
o 
ae 
Fy 
& 
= 
S 
3 
a) 
° 
= 
3 
= 
3 
= 
3 
-- 
ig 
3 
2 
e 
2 
= 
s 
s 
cs) 
ra 
> 
= 
a 
o 
< 
r=] 
FA 
& 


3 
= 
S 
£ 
a 
o 
= 
5 
= 
5 
re 
5. 
2 
if 
8 
= 
° 
<S 


‘OR: After this certificate has been signed by the attending physician and completely filled in b: 


SENATOR D. heb COPEL A 


\anye aoe eM 


NAME (Ty 

pt Sh En YD TOS AQ, 

Zo. BURIAL, CREMATION, | 22b. DATE THEREOF, ‘2c. NAME OF CEMETERY OR eens, 22d. LOCATION Ee town, or county) (State) 
Tee per L2 go ies fd pees 
L LZ ee ‘ é 2 LZ i ie LG 

4 


‘24a, REC'D BY REGISTRAR 2b, REGISTRAR’S SIGNATURE 


page 3 shauld be detached for use as the burial-transit permit. 


TO HOSPITAL O. 
may be retai 


bd 
= TO FUNERAL 


DATEF 2 


= 
ES 
bong 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 3545 
13569 CERTIFICATE OF DEATH 19535 


Reg. Dist. No. 


=— 


+ os 
S 3 ' 1. EASE RDER TIS 2 Cer ceIDEnece (Where deceosed lived. If institution: Residence befare admission} 
8 8 °. 3. b. COUNTY 
eae Carroll Cane Md. Carroll 
= be b. CITY OR TOWN {If outside corporote limits, write | c, LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
2 8 RURAL ond give nearest town) F4 ksbur 
2S Finksburg mos, x inksburg 
§ Zs d, NAME OF HOSPITAL (IF not in hospitol, give street oddress) | d. STREET ADDRESS ‘. 1S RESIDENCE 
3 n K OR "i ITUTION f ‘ ON A FARM? 
s Old Westminster Rd. 01d Westminster Rd. ves] No) 
2 
=e 3. NAME OF First Middl 4. DATE AZ 
ic NAME OF irst iddle lost BR Month Doy ‘ear 
2% (Type or print) Amelia Burk DkaTH §=DeCe 7, 19-98 
2 5. SEX 6 COLOR OR RACE |7. MARRIED [_] NEVER MARRIED [1] | 8. DATE OF BIRTH 9. AGE in yeors If UNDER 1 YEAR] IF UNDER 24 HRS. 
+ 10% ,rthday) Months! Days Hours. Min, 
Female wiowenK] —_oworceo ) | Feb. 5, 1876 85 yes. 
ne 10a, USUAL OCCUPATION (Give kind of wark dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 112. CITIZEN OF WHAT COUNTRY? 
3 during most of Swit even if retired) M 
3 ousewife Maryland U5. A; 


13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


é I John Chalk Junetta Cockey 
1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 
(Yes, no, or unknown], (HF yes, give dates of service) : 
° | “Yo None Fee «Julia Trout Finksburg, Md. 
18. CAUSE OF DEATH [Enter only one cause per line for (0), (b), and (c)-] INTERVAL BETWEEN 


ONSET AND DEATH 


PART. DEATH was cAuscDar., Arteriosclerotic C-V Disease rs, 


“Aa? DUE TO 


Then please remave corban papers. 


Conditions, if ony, which 


21. | certify that | attended the deceased fram__Vet, 12 1959, ta Dec. 7 Pilea 19.5 Ghat | last saw the deceased 
oe ee Sy ¥ 12 59._, and that death accurred ot__2__AM, fram the causes and an the date stated abave. 


ENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours 


<> 
gove rite to immediote ! 
cause (0), stoting the under. ( OVE TO 
é lying couse last. © 
cS 4 Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1{o) [19. SERRANO tae 
x 4 |= 
< all none yes 1] NOX] 
ie = 20a. ACCIDENT WAS UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Part Il of item 1B.) 
£ & JOR CONTRIBUTING C) CAUSE OF DEATH 
H & |(iF EITHER, NOTIFY MED 
o & [20c. TIME OF INJURY Month, Day, Yeor |20d, INJURY OCCURRED | 20e. PLACE OF INJURY {Home, farm, | 20F. {City ar town) (County) {State} 
& ral Hour a.m. While Not while factory. street, office bidg., etc.) | 
3 = p.m. none | fot work [1] ot work H none 
9 
So 
2 
° 
<2 


ECTOR: After this certificate has been signed by the attending physician and completely filled in by’1« 


page 3 shauld be detached far use as the burial-transit permit. 


the registrar prior ta burial, cremation, ar removal, and in any event within 72 ha; 


E ADDRESS (Street, city or town, state) DATE SIGNED 
&: SMAbee 2A) Baglin, 2d wo, 6 Hepoven Ra. 12-9-59 _ 

_ } " 

£32 C1 [NAME type Beas s, M, D _ Beteterstewn, Nd. = 2. 

FA & 3 ‘a. BURIAL, eee 2b. DATE THEREOF Wc. NAME OF CEMETERY OR CREMATORY ‘22d. LOCATION (City, town, or county) (Stote} 

=) i 

=e Barter” | Dec.10,59 St. Paul Cem Baltimore 

e 2) 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2dq. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 

vSian sta) Edward C. Tipton Hampstead, Md. DATE DEC 1 4 '59 Cater f 4c, 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 oF:A 
1 x 13546 
13570 CERTIFICATE OF DEATH 


ACTUAL 
SIGNATURE. 


* 


may be retain 
TO FUNERAL DIRECTOR: 


sae ae 


(Stote) 


PHYSICIAN'S 
NAME (Type) 


& eae Reg. Dist. No. 
% 37 1. CR aes 2. oe fede Di (Where deceased lived. If institution: Residence before admission) ’. 
i RA hd b. COUNTY 
ale M Carroll Celi " Maryland Vv 
=. 78 b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
g 5 RURAL ond give nearest town) 23 
7. cae) F 5 / 
22 hyears Baltimore ! 
2 8 > ‘d. NAME OF HOSPITAL (if not in hospitol, give street oddress) d. STREET ADDRESS fe. IS RESIDENCE 
a: oO ji ‘OR INSTITUTION, e Pe ON A FARM? 
gag Of~ Springfield State Hospital: 74h Belair Road Yes []_NO 
= = 5 EG oul es First Middle Lost 4. DATE Month Day Yeor 
= Be : 
a 2% (Type or print louis: Paul Busch beat December 18th 1959 
2 > S 5. SEX 6. COLOR OR RACE | 7. MARRIED [“] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER ? YEAR| IF UNDER 24 HRS. 
= a lost birthdoy) [Months] Days | Hours Mi 
ae M W wivowen Ki] Divorcep [] 1/8 /1890 69 ys. 
2 e ae 10a. USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY | 11, 8IRTHPLACE (Stote or foreign country} 12. CITIZEN OF WHAT COUNTRY? 
g 8 85 during most a workin eal even if retired) 
8 ees - Germany USA 
=) Ms y 13, FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
a ; 
3 38 William Busch Anna Maria Kern 
& FOS 15, WAS DECEASED EVER IN U. S$. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 
5 o 5 = T¥es, no, or unknown) {if yes, give war or dates of service) 5 
cde IAS x | - - Record Room Sprigfield State Hospital 
3 5 8 = 18. CAUSE OF DEATH [Enter only one couse per line for (0). (b), ond (¢)-] UNTERVAL SETWEEN, 
3 2n5 
= : 3 PART I. DEATH WAS CAUSED BY: 
2 og: IMMESIAnT Aust fo) Coronary occlusion 
5 ee 2 oe if DUE TO 
> = R 
= Bz> Conditions, if ony, which if Generalized Arteriosclerosis 
s BES gove rise to immediote 
“Sue eee couse (0), stoting the under. ¢ DUE TO 
pe%er lying couse lost. Acute pulmonary Edema 
2 3 2 5 a4 3 Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)| 19. Babee Se! 
2soto A l= * 2 2 
gasses 3 assoCewith senile brain disease,with psychotic reaction ves(] No 
"Pese = | 200. ACcIDI AS UNDERLYING as] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port ! or Port Il of item 18.) 
ae & | OR CONTRIBUTING L] CAUSE OF DEATH 
aege i} U [UF EITHER, NOTIFY MEDICAL EXAMINER) 
Se5es & |20c. TIME OF INJURY Month, Doy, Year [ 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (Stote) 
S5lus Ss Novekonk While Sercnne foctory, street, office bldg., etc.) | 
z= 5g B26 = p.m. 19 lot work [] of work 
24525 F 
z $s Be 21. | certify 13h attended the deceased fram. SO fGO P1955), 19. to. RAS 
a2ae05 
Bis $3 alive an____. 12, 1p? ae , and that death accurred at! 
Hig se DATE SIGNED 
2 8 9 
35 
Da 
Se 
oo 
a 
am 
af 
Ee 


TO HOSPITAL 


< 
& 
> 
a 
S 


a LEE 
ADDRESS da, REC'D BY REGISTRAR 
KRHew th DaDEG 2 2°59 


AA 
DSf%2% Fatqo Geer -2AFr- 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
~% 13571 CERTIFICATE OF DEATH Sg! 


a 


13547 


3 ts rer ated <3 eo RESIDENCE (Where deceased lived. If institution: Residence before admission) 
8 “et feryiena "0" Gerroll 
x) 2 b. po OR TOWN (IF Chie ——— limits, write | c. LENGTH OF STAY IN 1b. c. CITY OR TOWN (If auiside corporote limits, write RURAL ond give neorest town) 
25 “Mirra Te '™"Ini nksburg life x rural Finksburg 
ye d. Pet Gs bel (If not in hospital, give street address) | _d. STREET ADDRESS [ SRPREAORE 
AS x Route 140 Route 140 ves C] No 
5 3. pend First Middle Lost 4. Date Manth Day Yeor 
3 (Type or print) Fannie Bay Caple Stearn December 20 1959 
Eg 5. SEX 6. COLOR OR RACE 17. MARRIED] NEVER MARRIED 8. DATE OF BIRTH 9. AGE [In yeors [IF UNDER 1 YEAR|IF UNDER 24 HRS. 
¥ Female | White |ieows cy. oworets al August 15,1867| "G2". [Mor] Om | Fen] me 
é 100. dong Spy twain ie sy came 1b. KIND OF BUSINESS OR INDUSTRY j #1. SIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
8 ‘House Work Own Home Carroil County, Md. USA 
F 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Hezekiah Caple Sarah Jane Bush 


15, WAS DECEASED EVER IN U. 5. ARMED es 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
(Yes, no. oF unknown) {Il yes, give wor or dates of service} = 
no ese bs ew ~ | Earl L. Zepp Finksburg, Mde 


18, CAUSE OF DEATH [Enter only one cause per ling for (0}, (b}, ond ().] Loon nia 


PART 1. DEATH WAS CAUSED BY: 
A IMMEDIATE CAUSE (] 


7 tf DUE TO 
Canditions, if any, sa ( 


goye rise to immediote 
cote (0), stating the under. ( PUETO oe TAG 
lying cause lost. el Ye, 
Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT IYOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o} 
fi > 
200. ACCIDENT WAS UNDERLYING []> | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port It of item 18.) 


OR CONTRIBUTING C) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL “aa 


20c. TIME OF INJURY Mi ai Yeor | 20d. INJURY RED i PLACE OF INJURY (Home, form, 120, (City or town) (County) (Stote) 
Hour a. m, While Not factary, st 15s bidg., etc.) 
p.m, b lat work [7] at oy ‘Py A Hl 2 


21. | certify that | attended the deceased fram.___ 19.4 hat | last saw the deceased 
olive on___Z. An Ad a 7 a =n Peet sy and that death accurred at_£/ |, from the causes and on the date stated abave. 


Beet city of town, state) DATE SIGNED 
ACTUAL Falah a 2 LZ, TA C —_ 
SIGNATURI MD. -994- Sd Ti 


Then pleose remove corbon papers. 


signed by the attending physician ond completely filled in by™™ 


19. WAS AUTOPSY 
PERFORMED? 


ves [[] NO 


= 
Q 
= 
g 
= 
& 
Vv 
z 
g 
o 
2 
= 


ENDING PHYSICIAN: The low requires thot the deoth certificote be executed within 24 haurs gflar death. Poge 4 


the hospitol or attending physicion. 


11 


7 


the registrar prior to buriol, cremation, or removal. and in any event within 72 hours of 


ot 
z 222 NARETANS W. C. Stone, M.D. 121 _E, Green St. Westminster, Mae 
ed 2 % No. Soya eel ‘2b. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY 72d, LOCATION (City, town, or county) (Stote) 
Beat 1223-59 Sandymount, Maryland 
2 2 ¢ 23, FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2do, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 

yas? Q\ | John R. Byers Westminster,Maryland fos DEC 24 '59 Chattun £ ACaa 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 or 


: Bit 8 
CERTIFICATE OF DEATH 4 i O54 
a Reg. Dist. No. 
Ste 1. PLACE OF DEATH Supe 2, USUAL RESIDENCE {Where deceased lived. If institution: Residence befare admission) 7 
co 8 a. COUNTY . COUNTY 
oc MARYLAND: 
ee & e Maryland Ba more y O 
= 56 b. CITY OR TOWN (If autside corporate limits, write | c, LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside carporate limits, write RURAL and give nearest tawn) 
gs RURAL and give nearest tawn) 
oe easy Baltimore BMT 
9 ka 
2 ‘d. NAME OF HOSPITAL a nat in hospital, give street address) d. STREET ADDRESS e. 1S RESIDENCE 
= 1S OR INSTITUTION ON A FARM? 
> 
ais Springfield State Hospita: —=50L_Orkney Read, Balto. 12,Ma.! ae 
3. NAME OF First Middle Los! 4 Brus Month Year 
jg bape 
(Type or print) x Bie aw Cardwell BEATH 12- 12: 19 


5. SEX 6. COLOR OR RACE |7. MARRIEDIE] NEVER MARRIED [7] | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HR: 
last birthday) -{ Months] Days | Haurs 
ae a WIDOWED [} DIVORCED () =282 7 yrs. 
Toa, USUAL OCCUPATION Give kind af wark dane] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 


during most of warking life, even if retired) 
none 
14. MOTHER'S MAIDEN NAME 
i sper 


\ Housewife 
B. FATHER’S NAME 


) ‘ 
y 7 
ks ODM Ger &: 3 UK 


Then please remove corban papers. Pages 1 ond 2 should be 


The low requires that the deoth certificate be executed within 24 hour: 


DATE SIGNED 


ADDRESS (Street, city ar tawn, state) 
Saag “<a? Springfield State Hosp,...12=12-59 
PHYSICIAN'S 


NAME (Type) JULian Radzyewgez M. D. 


ACTUAL 
SIGNATURE. 


= 


£ 
8 
mo) 
3 
6 q 
3 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT ‘Address 
Ae (Yes, no, or unknown) | {IF yes, give wor or dates of service) 
Sg £ 
3 no Springfield state Hosp, Records 
= 1B. CAUSE OF DEATH [Enter only ane cause per line far (a), (b). ond (c).] UNTERVAL BETWEEN 
5 PART |. DEATH WAS CAUSED BY: Sal Se hi 
e IMMEDIATE CAUSE (o)_ Puy inonary Edema 
, ,2 
3 “Lg3KXK DUE TO 
=F Nh A es » Hypertensive Arteriosclerosis Heart Disease days 
ES gave rise to immediate : 
gc cause (a), stating the under. ( DUE TO 
Seo lying couse last. ©) 
Bess 2 Pant Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1(a}|19. WAS AUTOFSY 
> zo e 
Eas 
agoe re] h ophren Rea naranoaid yne, associated w h hron Bh. 6x 0 No Be 
5 er aed = |200. ACCIDENT WAS UNDERLYING CT Ob, DESCRIBE HOW INJURY OCCURRED. (Enter nolure of injury in Por! I or Port II of item 18.) 
rac Re & | OR CONTRIBUTING [1 CAUSE OF DEATH 
Zeses & | (iF EITHER, NOTIFY MEDICAL EXAMINER) 
235es S [20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) (County) {Slate} 
= a233 3 Hour a. m. i While Not while factary, street, office bldg., etc.) i 
zz? g p.m. lat wark [7] ot work [7] ' 
o4a,52% 
z = Be 21. | certify that | attended the deceased fram.__1]=2365Q-... 19... , ta_]2=12 -, 1959,that | last saw the deceased 
ordre: 
Zz £a8e alive an____ - 12__59__, and that death Shine at_§$30eM, fram the causes and an the date stated abave. 
Fae se 
25 
pra 
Su 
gP 
5 
= 
of 
S 
ae 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and campletely filled in b: 


TO HOSPITAL 0 
may be retain 


‘22a. BURIAL, CREMATION, | 22b. DATE THEREOF Mc. NAME OF CEMETERY Bt, CREMATORY 2d, LOCATION (City, town, ar county) (State) ii 

7] REMOVAL (Specify) fy nen ‘ 7, , { 
F pt | OTe S66 AEN <P OY) a sTi tin tfc AVG 
23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS ; 240, REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 


< 
& 
Ry 
a 
= 


15 9/58 thronwtT ter S207 Vork $e ae a ae or 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 : 


18. CAUSE OF DEATH [Enter anly one cause per line for (0), (b), ond (<).] INTERVAL BETWEEN 


ONSET ANO DEATH 


icote has been signed by the ottending physician ond completely filled in by ¢ 


CERTIFICATE OF DEATH 354! 
= ye Reg. Dist. oak 5) 9 
& $F 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
& 8s 0. COUNTY manvenen 0. STATE b. COUNTY ¥ 
ec Carroll Maryland Fredrick Gounty 122 
£ Be b. CITY OR TOWN (If outside corporate limits, write] c. LENGTH OF STAY IN 1b €. CITY OR TOWN {If outside corporote limits, write RURAL ond give nearest town) 
8 s RURAL ond give nearest town) ? oy CL 
ceagees Sykesville 5 mo days Brunswick LOB Srp 
, d. NAME OF HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS fe. IS RESIDENCE 
5 me ‘OR INSTITUTION ped ON A FARM? 
See j spital 507 W, Bohomac St, yes DJ NOK) 
e 
£6 3. NAME OF i i ; 
iE es First Middle Lost 4 DATE Month Day Year 
=3 Weare Aldridge Crin SEAT 12 6 19 59 
z é 5. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [-] | 8. OATE OF BIRTH 9. AGE {In yeors [IF UNDER 1 YEAR| 1F UNDER 24 HRS. 
Z lost birthdoy) [Manths| Days | Hours] Min. 
< male white  |wioowen bivorceD [] 1/13/98 an 
& 100, USUAL OCCUPATION jive kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
g during mast of warking life, even if retired) B,&.0.R.R.CO 
8 34; ACK EB “ORR. USA 
raf 13. FATHER’S NAMI s MOTHER'S MAIDEN NAME 
8 a 
g William Crin Margaret Newton Clipp 
£ WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 
— (as, 10, oF unknown] (It yes, give wor or dates of service} 
: no _| 05=03-9082_| Springfield Hospital Records 
Hy 
a PART I, DEATH WAS CAUSED BY: 
5 Bani * at cause (0) __ Septicemia month 
cS rs 2 QUE TO 
Conditions, if ony, which by Pneumonia month 


gave rise ta immediote 
couse (a}, stoting the under- 


lying couse last. ga OBS aye to gore brat grtertoaclerosis probably | ears 
Pant Il, OTHER SIGNIFICANT CONDITION: {| IN A N IINAL DISEASE CONDITION GIVEN IN PART 1(a}|19. WAS AUTOPSY 


QUE TO 


TTENDING PHYSICIAN: The low requires that the death certificote be executed within 24 hour: 


the registror prior ta buriol, cremation, or removal, ond in ony event within 72 haurs after death. 


ba 
5 ca 
SoZ i 
rs g g ———— Oo E02 
238 O|s B.S, assoc, with cerebral arteriosclerosis with psychitic reaction} vesO No 
ie = [200. ACCIDENT WAS UNDERLYING []__|20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
wea & | OR CONTRIBUTING C] CAUSE OF DEATH 
282 G |{(F EITHER, NOTIFY MEDICAL EXAMINER) 
358 & [20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Hame, farm, | 20F. (City or town) (Cavaty} (State) 
soeg 5 Hour 0. m, While Nat while foctory, street, office bldg., etc.) | 
SEL = p.m. 19 at work [] ot work 1 
Eanes 
ed 3 21. | certify that | attended the deceased fram, 1/1/59 See ile eae 5 ta_12/6/59 Sakon , 19.__,that | last saw the deceased 
= : 
oe 3 alive on____.12/6/59 a aL ee , and that death accurred at. 15, , tram the causes and an the date stated abave. 
~O8 4 % , ADDRESS (Street, city or town, stote) DATE SIGNEO 
So ACTUAL “le \AWfa 2 thr }?: 
D:: | SIGNATURE. Ly XC Ppt Fer f is d RO Ge oe Tee POS hen oe, a Ne ii 2/6/59. 
eae 
2542 PHYSICIAN'S ¥ 
eez2 Name(yeel__Frrancesco “agro, M.D, ___—S>_Sykesvillep Maryland 
3 82° Ra. BURIAL, CREMATION, 226, DATE THEREOF Zac. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county) (State) 
>3 S speci 
as Burial 12/8/1 ark Heights Brunswick, Maryland 
oro 
eo RAL ORS SIGNATURE ADDRESS 2da, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
ys Ae y Brunswick, Maryland paWEC 9 159 Ontlun £ 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH 


18550 


Reg. Dist. No. 


~ ss 
8 He ~ PLACE OF DEATH 2, USUAL RESIDENCE (Where deceosed lived. If institution: Residence before admission) 
& 53 o ‘arroll MARYLAND eS TATE Maryland b COUNTY Prince George's 
5 Bey b. CITY OR TOWN (If ovtide corporete limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
3 ‘ond give nearest town! ‘ 3 s ae ; 
2 §2 Rural - Sykesville 2yr.5mo.15da. Hillerest Heights 1GK~. 
Y s ro d. WARE OR HESTTAE (If not in hospitol, give street oddress) d. STREET ADDRESS e. Pa ey 4 
as Of field State Hospital 2213 Iverson Street ves] NOX 
5 3. NAME OF First Middle Lost 4. DATE Month Day Yeor 
= (ype or print) Victoria Frances Dungan DELLASTATIOUS DEATH December 31 1959 
cs 5. SEX 6. COLOR OR RACE |7. MARRIED [-] NEVER MARRIED [-] |8- DATE OF BIRTH 9. AGE Tie i BHDEE TYEAR[IF UNDER 24 HRS. 
8h ve jonths| Days | Hours | Min. 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (¢).] INTERVAL BETWEEN 


PART |, DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (o] 


Fd Female White wiooweo {J pivorceo fl] | 3-16-75 

a Wa, USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
a during most of working life, even if retired) . s 

< Housewife None Virginia U.S.A. 
a I 3. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 

2 James Dungan Elizabeth Winstead 

8 18. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 

& (Yer, no, of unknown} {IF yes, give war or datas of serviea) 

e No | Hospital records 

8 

a 

e 

Hy 

« 


bf a DUE TO 
Conditions, if ony, which w»___Arteriosclerotic Heart Disease Years 


gove rise to immediote 
couse (0), stoting the under. ( OUE TO ~ 
lying couse lost, Co 


Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART ng WAS AUTOPSY 


Chronic brain syndrome assoc. with cerebral arteriosclengsifiotvd tReactio er nod 


yes [] no#] 
20a. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port il of item 18.) 
OR CONTRIBUTING LI CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Doy, Yeor |20d. INJURY OCCURRED 


Hour 0. m. While Not while 
jot work [[] ot work 


21. | certify thot | ottended the deceosed from__-7726.________, 19.57, to._12—3]=___. , 189 ,thot | last saw the deceased 


‘ansit permit. 


208. PLACE OF INJURY (Home, form, | 20F. (City or town) {County) {Stote) 
foctory, street, office bldg., etc.) | 
' 


is certificate has been signed by the attending physician ond completely filled in by 


MEDICAL CERTIFICATION 


TENDING PHYSICIAN: The law requires that the deoth certificate be executed within 24 hou: 


y the hospital ar attending physician. 


alive on_December ee ,12_59___, ond thot deoth occurred at_.LO_PM, from the couses ond on the date stated above. 
XJ) ADDRESS (Street, city or town, stote) DATE SIGNED 
ACTUAL i Wr, 
SIGNATURE. MA, 
\ 


ParHOAN'S Tise Kamm, Me De 


the registrar prior to burial, crematian, or removal, and in ony event within 72 hours ofter death. 


poge 3 should be detoched for use as the burial 


TO HOSPITAL 
may be retairl 


TO FUNERAL A ate After 


220. BURIAL, CREMATION, | 22b. DATE THEREOF 2c. NAME CEMETERY OR CREMHPORY Td. LOCATH (City, town, or county) (Stote) 
REMOVAL (Specify) / 3 oe y 3 y, iy Le, Y/> 
ote: -~J/° & BOK, “ea? F9 
23. FUNERAL DIRE ES EIN ‘ LADDRES V7 9 2do, REC'D BY REGISTRAR | 2b, REGISTRAR'S SIGNATURE 
VS ANS (4) A. tbl Y 1 fi 
Towers) Sa 1 LEA) itl : ¢ ghee AA par JAN S ‘60 Cnthan £ 


ese MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 13 a3 ‘ 
13578 CERTIFICATE OF DEATH ee 


ba 
a 


9 eC 
% 3 = A baer ae nig * 2, USUAL RESIDENCE (Where deceased lived. If institutian: Residence befare admission) 
eae a. C a. b. COUNTY 
Sa Carroll MARYLAND Maryland Harford 
Bile: b. CITY OR TOWN (IF outside corporote limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If autside corporote limits, write RURAL and give nearest town) 
. 4 ( pol g 
eat RURAL and give nearest town) ll 4 
3 38 Henryton, Maryland 512 days White Hall / € 
2 d. NAME OF HOSPITAL (If nat in hospital, give street address) d. STREET ADDRESS. e. IS RESIDENCE 
q bi OR INSTITUTION. ON A FARM? 
> a0 Henryton State Hospital Madonna Road yes] No Cx 
eats |. NAME OF First Middle Lost 4. DATE Month Doy Year 
- DECEASED | IF 
23 (Type or print) Clinton Edward Evans DeatH = December 3019 :+59 
: 8 5. SEX 6 COLOR OR RACE |7. MARRIED] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (in years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
i be lost eh Months] Days | Hours] Min. 
é Negro wivowep [] pivorceo] | 6-7-1883 96 ys 
ie 100. USUAL OCCUPATION (Give kind of wark dane| Ky OF_BUSII S OR INQUSTRY | 11. BIRTHPLACE (State or foreign cauntry) 12. CITIZEN OF WHAT COUNTRY? 
oF during mast of warking life, even if retired) fet ure 
3 I Janitor Sean Harford Co., Maryland UBA 
\5 43. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


pepsdied Evans cmexiexgggaee Susan Taylor 
RS pac ae NI Set ARSED PORE SS ee va INFORMANT ; Address 
No = : Emma Evans ~ Madorina Road, White Hall, Md. 
18. CAUSE OF DEATH [Enter only ane couse per line for {0}, (b), ond (c)-] INTERVAL BETWEEN 
PART |, DEATH WAS CAUSED BY: 5 A fed Stent al) 
, oy IMMEDIATE CAUSE (o Cardiovascular insufficienc 
00 ,O DUE TO 
Conditions, if ony, which Generalized arteriosclerosis 


gave rise to immediate 


Then please remave car 


, crematian, ar remaval, and in any event within 72 haurs 


TENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs: 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and campletely filled in by tr! 


z 
& couse (a), stoting the under- ( DUE TO 
Boe Aivin gleoteaaiestd «Diabetes mellitus, Tuberculous pleuris 
385 5 Paar il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o)]19. WAS AUTOPSY 
ner - 
6 2 5 = ae ves] no] 
P52 = [200. ACCIDENT WAS UNDERLYING [)__|20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | ar Part Il of item 1B.) 
Nae & ] OR CONTRIBUTING LJ] CAUSE OF DEATH 
eee & |(F EVTHER, NOTIFY MEDICAL EXAMINER) 
558 & [P0c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City or town] (County) (State) 
58g Bi our eye Sree ic wis foctory, street, office bldg., etc.) | 
si? s p.m. 19 jot wark [1] at wark [] ' 
4 5 5 o 
Bes 21. | certify that | attended the deceased fram_8=5 _, 19.28, to. ., 1929, that | last sow the deceased 
£ 2 a 
0 33 alive an_ _, 19.29 _, and that death accurred at M, fram the causes and an the date stated abave. 
=O ADDRESS (Street, city or town, stote) DATE SIGNED 
eee ACTUAL Ae, tr Gp Plate, l. 
a gs SIGNATURE. ¢ 2 Mo. 
° 2a : 
28535 PHYSICIAN'S 
See: ') [RAMEUYSS EB gars M. Maculans, M. D. 
= 2 
SBR D 220. BURIAL, CREMATION, | 22b. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY 
Ore at REMOVAL (Speci) Be 
Re Fhtis.4 2 UL 219 EO \| Feeder 
e 23. FUNGRAL DIRECTOR'S SIGNATU! ADDRESS 2ha. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
VS A15 (4) é “a 
15M 9758 Lae e7e 4 


‘ 


\T 


6 


may be retaine#ny the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attend 


os 
a 


~ cx 

re 

& $F 

ee ES 

Seis 

38 
=. 

ye 

2 $2 

3 

ake 

s 

~ 

DU 

z 

5 

3 

® 

°o 

2 


te be executed within 24 haurs 


TENDING PHYSICIAN: The law requires thot the deoth certif 


TO HOSPITAL 0} 


ell 


Ical 
jing physician and completely filled in by th 


Then pleose remave corbon papers. 


Page 3 shduld be detached for use as the burial-transit permit. 


AS (4) 
5M 9/58 


poe 


eoth. 


the registror priar to burial, crematian, ar remaval, and in any event within 72 hours’ 


= 


rs 
8) 
~ 


sat 


_ MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 13552 
13576 CERTIFICATE OF DEATH samen ae 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
0, COUNTY aieruate 9, STATE b. COUNTY y 


ft 


tt 
b. CITY OR TOWN [If outside corporate limits, write LENGTH OF STAY IN 1b c. CITY OR TOWN (If autside carporote limits, write RURAL ond give nearest town) 


RURAL ond give nearest town) Wass 5 eee 
Sykesville yrs, 66 days Baltimore 31, a! 


d. NAME OF HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION ON A FARM? 
ringfield State Hospital 1803 Aliceanna St. vs NOK] 
3. NAME OF First Middle Lost 4. DATE Month Day Year 
DECEASED | OF 
Uype or print) James Je Feldman penn 2 19 
5. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED KJ | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
Peay Manths] Days | Hours | Min. 
white _|wirowet] _oivorceo DF] | Febs» 20, 1893 66 ys. 
nape 
10a. USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
Baltimore WS Ae 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
iJacob_ Fe. Mary: Magrawiki 
a WAS actor EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 
es, 90, OF unknown) UF yes, give wor oF dates of service) 
218~10-1,866 
18. CAUSE OF DEATH [Enter only one couse per line for (a), (b), and (e).J INTERVAL BETWEEN 


ONSET AND DEATH 


PART I. DEATH WAS CAUSED BY: 
>.» IMMEDIATE Cause (o)___ Abscess of lung due to days 
“93% 
DUE TO 
Conditions, if ony, which A Pneumonia 


gove rise to immediote 


cause (0), stoting the under- ( DUE TO 
lying couse lost. ) 
a Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1(o)]19. WAS AUTORSY 
5 yes) NO Ge 
= |200. ACCIDENT WAS UNDERLYING []__]20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port II of item 18.) 
& | OR CONTRIBUTING [1 CAUSE OF DEATH 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
& [20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) (County) (Stote) 
B Hour oa. m. While Nat while factory, street, office bldg., etc.) ! 
2 19 
= p.m. at work ‘at work 1 
21. ! certify that | attended the deceased fram.__. 3 1959, ta, (soi J 19. 59that | last saw the deceased 
alive an______, 12/ 159 ed leh , and that death accurred at.8$15)M, fram the causes and an the date stated abave. 
ADDRESS (Street, city or town, state) DATE SIGNED 


12/6/59. 


Stine “/7SU CMY C0 Gacy ottibs,, 


PHYSICIAN'S 
NAME (Type| Frane 


220. BURIAL, CREMATION, | 22b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, tawn, or county) (Stote) 
FENQYAL Great] . 
Bur: Dec, 10, 1 Sacred Heart Balt: 


'23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS. 24a. REC'D BY REGISTRAR 


Lilly & Zeiler Inc. 1901 Eastern Ave, pare DEC 1 059 


24b. REGISTRAR'S SIGNATURE 


Onttun & Fass, 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


on 
1 553 
1 CERTIFICATE OF DEATH <a 
~ TA va Reg. Dist. No. 
& 3 te Eineees DEATH 2 USUAL RESIDENCE (Where deceosed lived. If institution: Residence before admission) 
é 3 " MARYLAND CF ERC OUNn “y. 4 
. ple arro Maryland Montgomery 1D Soe 

i ‘53 b. CITY OR TOWN (If outside corporate limits, write cc. LENGTH OF STAY IN 1b c, CITY OR TOWN {if outside corporote limits, write RURAL ond give nearest town) 
8 RURAL ond give nearest town) 
D Zz 1 
ij = ke st a 23 day fe Ts, Co Unsh. DiS 

2 d. NAME OF HOSPITAL (IF not in hospital, give street oddress) e. IS RESIDENCE 

* = OR INSTITUTION ‘ON A FARM? 
aes 9 | pringfield State Hospital 5312 Tuscarawas Road ves (] No Of 
° c = 

° 3. NAME OF Fi i 4. DA 
z he DECEASED , inst Middle Last ig! Month Day Yeor 

1) 7 

ae unsives luther____Fisher = 12 he alt 
ey 5. SEX 6. COLOR OR RACE | 7. MARRIED L] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER ) YEAR| IF UNDER 24 HRS. 
= lost birthdoy) [Months] Doys | Hours Min, 
ex a male white wivowep [&} pivorcep (] alae 
3 aa 100, USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY |11. SIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
g y during most of working life, even if retired) : a 
§ ve arpente Rétired _North, Carolina USA 
g 58 ‘113. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
» 8 = ° = :. 
5 Bye I James: L. Fisher uleutsa 7 Glass 
= 8 15, WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO INFORMANT Address 
5 § fYes, no, or unknown} | {If yes, give war or dates of service) 

J 
eS no None Springfield Hosp, Records Sykesville, Md. 
a} g 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), and (c). INTERVAL BETWEEN 
3 2 PART |. DEATH catty BY: 5 oer esc : oS ae ee 
y § < IMMEDIATE CAUSE [o active years 
s 3 ooarx DUE TO 
= 
8 
3 
com 
= 
5 
= 
° 
2 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and completely filled in by the funeral directar, 


€ 

8 

bi 

s 

3 

¢ 

° 

2 

ra 

g 

- 

£ 

= 

= 

5 

s 

Hy 
=: Gonaiiens, (CB ymsnen » _Arteriosclerofie cardio-vascular disease 
-§ : : : ( years 
— gove rise to immediote 
gc couse (0), stoting the under. ° OVE TO 

e3- lying couse lost. ‘ 

Scae ying compe lop. (o) 

= 6 oz $ Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{0}| 19. te a 

BLT O ye 

2538 , 

a2 5 BS associated with cerebral arteriosclerosis Yes) NODE 
= = Bae = | 20a. ACCIDENT WAS UNDERLYING [1] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.} 7 
Bio 5 She & | OR CONTRIBUTING L] CAUSE OF DEATH 
< §Ze° | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

Etec z a. naay 
2s5es G |20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e, PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote) 
= Paar 3 S cra ir i While a Not while foctory, street, office bidg., etc.) | 

228 ' 

@tpeica = p.m, ot work ot work [7] 
eases 4 
z = es 21. 1 certify that | attended the deceased from__ = 
ae<e8 i 
Zo vs we a BE ee. Tek, ee Sy , on at Geath occurred at____f_ . from the causes and an the agate sta abave, 
Zez3s alive on 5 19 d that death d at__7_ DM, from th dan the date stated ab: 
og os 
eos 2 
me UAL LY 
SY 365 SIGNATURI KL 
Orcagva 
Z8a25 { PHYSICIAN'S, 
Redes NAME (Type)_JUulian Radzykewyez, M.D. Sykesville, Maryland 2 
= 3 
36 a oe pas CEMA eee 2b. DATE THEREOF 2c, NAME OF CEMETERY OR CREMATORY Td. LOCATION (City, town, or county) {Stote) 
255 ‘ es 
4s Burial 12 9 Cedar Hill Cemetery Suitland, Maryland 
P 


23, Fi 


‘2b. i} SS oe 


< 
a 


J L D)RECTORS SIGNATUR J ay. ADDRESS yy 24g. REC!D BY REGISTGAR 
eo simia2 phrsy/_BethesGs f iDEe 8 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ae 
' CERTIFICATE OF DEATH so ce 


%& 
‘ 


= se - 
2 3 S i |_|} PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmision) 

em a. o b. COUNTY 
eae Sei Carroll pare vA 
ae a) 3 b. CITY OR TOWN (If autside corporate limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN (if auiside carporate limits, write RURAL and give neares! tawn) 
eee foe and rt fawn) \ ‘ Balt \ 2 
2 32 ykesville months altimore ) 3.5 
i a. NAME OF HOSPITAL {lf not in hospital, give street oddress) ‘d. STREET ADDRESS «18 RESIDENCE 

pied = IN IN ON A FAI 
WY >s O/F | _ Springfield State Hospital 8663 Oak Road Yes] NO TR 
° a 
— se 3. NAME OF First Middle Lost 4, DATE Month Day Year 

ihe DECEASED ‘, OF 
a iy Tsp or eaeelp Clarence Melvin Franklin DEATH December 2h, 19 59 
a 2 ca S. SEX 6. COLOR OR RACE | 7. MARRIED [>f NEVER MARRIED Oo 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
es ir Mal Whi n lost birthday) [Months] Days | Haurs| Min. 
ovat 6 te wivoweo [] Divorceo [) ebruary 17, 191 Lys. 
= € ae 10a. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote ar fareign country) 112. CITIZEN OF WHAT COUNTRY? 
g sot seep nont cof warking life, eyen if retired) 
Boves Bulldozer operator - Missouri U.S.A. 
3B e a S 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
se William Franklin Nora Bratton 
€ £537 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? 16. SOCIAL SECURITY NO. | INFORMANT ‘Address 
S a & a (Yes, 99, oF unknown) UL yes. give wor or, he service) 
2 238 es | ToRi-a9 542-12-7175 |_ Springfield Hospital Records 
3 B 3 ES 18. CAUSE OF DEATH [Enter anly ane cause per line for (0), (b), and (c).} ek ae BETWEEN 

es O38 PART I. DEATH WAS CAUSED 8Y: . pissy 

g bee 2 15 IMMEDIATE CAUSE io __Septecemia Days 
Bees = Pe DUE TO 
3 3 F 
# eS Canditions,/iftants-wkich ‘s) Large infected decubitus ulcers Months 
3 3 E i] gave rise ta immediote ate = 
= 85c¢ : 
3 & o-= couse (a), stating the under- 
Sevse lying couse lost, «@__ Paraplegia Years: 
z = fe 5 j Paar IL, weet eM CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)/19. WAS AUTOPSY 
22222 o |e} Acute Brain Syndrome associated with alcoholism. vesC] NO BY 
2a500 & eit 
Kove = |200. ACCIDENT WAS UNDERLYING [1 |20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Part Il af item 18.) 
pre aia & | OR CONTRIBUTING LC] CAUSE OF DEATH 
aeegs & | GF EITHER, NOTIFY MEDICAL EXAMINER) 
Sa5es & ]20c. TIME OF INJURY Month, Day, Yeor [20d. INJURY OCCURRED — [20e. PLACE OF INJURY iHome, form, | 20F. (City ar tawn) (County) (tate) 
z= sles a Hour a.m. While Natiwhile: factory, street, office bldg., etc.) | 
EP SRN = p.m. 19 lot wark [7] ot work i 
(Dug eneuw 
ZS2>5 = | 421.1 certify that | attended the deceased from._O/_¢ to.12/2h) ae 199 that | last saw the deceased 
2829s q : 

Pep ‘ 
en 3 2 alive on_De cemb a ee 1959 __, and that death accurred at_: }OAm, fram the causes and an the date stated abave. 
EO o *y ADDRESS (Street, city or fawn, stote) DATE SIGNED 
E> 2 ’ 

ae ACTUAL hep / i 
ee: £5 i SIGNATURE MO. _ Springfield State Hospital ae 12/2/59 __ 
eons ¢ ae 7 
2:9 >. % PHYSICIAN'S . 
eegee Name (tyre)_(/ Agustin delCampo, M.D. Sykesville, Marviands. 8 ne 
a a z 3 PE ‘22a. BURIAL, ou 22. DATE THEREOF Zc. NAME OF CEMETERY OR a" 22d. LOCATION (City, tawn, ar PA (State) 
~S ot i ° . 

in eh 12-28-59 _|Baltimonre Nat B one, Hid. 
i= 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 24a, REC'D BY REGISTRAR | 24b. REGISTRAR'S a 
VS AIS (4 , Lat Tea 
Iwo Leonand 9, Ruck 05 Harford Rd. vate DEC 29 '59 Cain 


Yq 


HEALT 


Page 
your files. 


mary, please 
Rtar. 


is 


6 


ff any deloy is 


oe, writing the word ‘‘pending™ in pencil in Item 18. Give Pages 1, 2, ond 3 to the funera: 


\ 


dical Examiner's Office ofong with form PM3. Page 5 moy be retoined § 
Page 3 shoutd be used as a burial-transit permit. File pages 1 ond 2 with the State Board of Heolth, 


L EXAMINER: This certificate should be executed within 24 hours after death. 


A 


id 


4 should be [Frwarded to the Chief Me 


TO FUNERAL DIRECTOR: 


= 
x) 
8 
<u 
2 
$ 
5 
° 
a 
Rg 
Ag 
a 
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et 
3 
3 
é 
£ 
: 
H 
: 
g 
: 
° 
€ 
nd 
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3 
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: 
a 
ES 
< 
5 
o 
o 
= 
— 
9 
8 
ee 
s 
~u 
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execute the cl 


TO DEPUTY ME 


VS. AISME 
‘SPA 2/37 


FOR STATE 


rDeRT. fF, 


a4 
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we 


g 
b} 
s 
5 
a 
uv 
z 
3 
8 
= 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 Qn 3 
MEDICAL EXAMINER'S CERTIFICATE OF DEATH pea mY 
eg. Dist. No, 
1, PLACE OF DEATH io 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence befare admission) 
42 ‘ MARYLAND 9. STATE Maryland b. COUNTY Baltimore Co, 
b. CITY OR TOWN (it outside corporate limits, write RURAL ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporate limits, write RURAL ond give neorest tawn) 


‘ond give nearer! lown} 


kesville, Md 6y. 5m. 8d, || 1 Glenwood Ave, Catonsville, ee 


d. NAME OF HOSPITAL OR INSTITUTION {ff nat in hospital, give street address} d. STREET ADDRESS /) 2B , e. IS RESIDENCE 


Li LL 
ERAL D we 


A > ON A FARM? 
pringfield State Hospital r --Sykesville_,—Md. __ vs No 
3. DECEASED First Middle Lost 4. il Month Day a 
(ype or print) French alts Gartrell idl 
5. SEX 6. COLOR OR RACE |7. MARRIED [[} NEVER MARRIED [F]| B. DATE OF BIRTH 9. oe ae 
inh 


yes. 


Male White wivowen]_oivorceo] | Nove 23, 1900 


Wo. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 
during most of warking life, even if 5 O 9 0 V4 #? 
Rai oil TZ fs . fe 4 :. rd 


13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


15. WAS DECEASED EVER nf “© ARMED FORCES? 116, SOCIAL SECURJFY aly INFORMANT & Address =: 
YA Records, Springfield State Hospital 


No 
18. CAUSE OF DEATH [Enter only ane couse per line far (0), (b), and (c). ] IRTERVAL BETWEEN 


PART |. DEATH WAS CAUSED BY: 
_,__,waeoiate Cause (o) Right Ventricular hypertrophy and Heart 3s ats 
+f QUE TO 
Conditions. if any, which L failure due _to Kyphoscoliosis. 
gove rise to immediate couse 
{9}, stoting the underlying{ OUE TO 
cause tort, + fe). 


PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART aie: eee AUTOPSY 


REFORMED? 


Yes fF} =NO ea 


20a, EXTERNAL CAUSE WAS, 2t ESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | ar Port tl of item 18.) 
PRIMARY [J or CONTRIBUTING [7 
CAUSE OF DEATH. 


20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, form, 1208, {City o town) {(Counly) (State) 
Hour @. m. While Net while factory, sireet, office bldg., ele.) | 
p.m. ww ot work [] at work [J H 


21. | certify thot | took charge of the remains described abave, held on Autopsy fy], Inspection [J], Inquiry []. and in my 
esulted fram: Natural causes (J, cident [], Suicide ([], Homicide [[], Undetermined manner Oo 


CHIEF MEDICAL EXAMINER [} 
ASSISTANT MEDICAL EXAMINER [1] / Z / uf 


NAME c JA, MES 7. SI2Y 8s 4 DEPUTY MEDICAL Lead SS ; 
‘Wo. BURIAL. CREMATION, |22b. DATE THEREOF —_—«| 22. NAME OF CEMETERY OR CREMAPORT, 22d. LOCATION (City, town, or county) 
Ae Ly, cify) Hs 7 a7. SR (etgntl. 
O'S SIGN. A ‘ADDRESS y 24a. REC'D BY REGISTRAR . y 
F 
LT legit Cigbli, “ loaMEC 9 59 Ouittun £ Koarh, 


ACTUAL 
SIGNATURE. #1 M.D. 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
Loe te 
CERTIFICATE OF DEATH sas tin toe 
[\, PLACE OF DEATH PLACE OF il o 


coal 


~ ga 
3 a ; 2, USUAL RESIDENCE (Where deceased lived. IF institution, bags before odmission) 
. 8s b. COUNTY 
* 32 LAD 1 dikes wee? LLY ‘ het 
= Be B. CITY OR TOWN (lf ath coporoe fini, write] <. LENGTH OF STAY IN Yb CITY OR TOWN Jf oa as limits, write RURAL ond give nearest town) 
g 58 ope Lond give nearest town) Zz vy 
= 52 Mh. Lbattuttn| SboGpe \hin MDa rewalie . 0 KI FF 
2 2 J OF HOSPITAL (If not in hospitel, give street address) d. STREET ADDRESS = e. 1$ RESIDENCE 
é Xx * OR INSTITUTION “ ONA er 
2%ee A 7 YES FA-NO. 
ae [ize LA 
- 3 * Beata a es nae: 
x - : eS = , — 
23; fatto GERTRUDE URGIMA GREEN |tem DEC, JO 5G 
emis: 5. sey & God OR RACE |7. married] NEVER MARRIED (] “y DATE OF Pay 9. AGE fn years [IF UNDER I YEAH] IF UNDER 24 PS. 
33 lost birthday) [Months Hours | Min. 
% eee twnl, os ho fo| wipowen [Z}~ _bivorcep [J L Ay. Ea =| 
2 es. 194 USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR aM 1 ‘eu E (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
g 3oe duping most of working life, even if-celjred) 3 
Saher flies £0) AE Me ave 
B 22) P> 
i 3 i oe) a Pil eth, 
Be 1s, WAS DECEASEDEVER IN U. S. ARMED FORCES? [16, SOCIAL SECURITY NO. 17. INFORMANT < ‘Addregd 
5 o § T¥es, no, or a qe wears Cee Le bars f = 
Sasa iN Ke “2, EL OP LLLE g 0 
fe fs OL fe a, 4 
eta pt ERO Of Lal, LPT Ltt ttl he “0d, 
3 f Gas 18. CAUSE OF DEATH [Enter only one couse per line for (0}, (b). ond (c).] ONSET ot BETWEEN 
0 20% PART DEATH WAS CAUSED BY: | D ‘ C pp a 
2 5 Se IMMEDIATE CAUSE (0! cle, 
3 tee HY » DUE TO 
< 
= L2> Conditions, if ony, which 6 
$ BES gove rise 10 immediote 
bap) S303 cagse (0), stoting the under. ( DUE TO 6 
Tekno lying couse lost. arniky 
s Ts 58. (o). 
c 
2285 & ‘3 Farr Il OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO-AEATH @UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1a)]T9. WAS AUTOPSY 
seaae 18 mats 
2 338 & Lore fans Aiete (ieee | vile (rote ee oe ves] No. 
puns = [200. ACCIDENT YAS UNDERLYING C1 206. DESCRIBE HOW INJURY PCCURRED. (Enter noture of injury inegrt 1 or Port Il of ite 18.) T oe 
Pa Pm CCE u a ses 5 (i ; iy) 
< veo uu 
< = * e 
$o5ss & |20c: Time OF eer Month, Day, Yeor |20d. INJURY OCCURRED [20e. PLACE OF INJURY IHome, form, | 20F. (City or town) i (County) (Stote) 
So. 83 ry Hour ————= = While Not while foctory, street, office bidg., sel), : 
Eee s = See 19 lot work [] of work (J 
Cee 5 { ‘x a 
Ze2> = 21. | certify that | attended the deceased from¥e& fT 19 SO, hae , 19.29. that | last saw the deceased 
5 oo * —_ 
in 3 $5 alivean Xe 7é WS 9___, and that death accurred at_Z/. M, fram the causes and an the date stated abave. 
Wek o : ns ADDRESS (Street, city or town, stote] DATE SIGNED 
Elo eo ) 
Kees cae ek een 
> ae / ee mo. A ee Adasen ee a eee ae 
ra 4 “a 
25 PHYSICIAN'S «= VA 
2 |_|NAME (Type) Sob s 297 S72) 7 htt LL B/S a. 
aS 
of 
& 
az 


‘2b. DATE THEREOF Wc. Ni OF CEMETERY OR CREMATORY ‘22d. LOCATION (City, eee 9 Se {State} A 
/2f1 LZ, be _ ef Tone “Wp ith ie Db. LAL LA f 


2do, REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATORE 
4 ; 


TO HOSPITAL O! 
moy be reta 
TO FUNERAL 


1220. BURIAL, CREMATION, | 22. DATE THEREOF 7 
lees pes) ify) 
Fi 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


—_ 


: 4 g CERTIFICATE OF DEATH ig 
~*~ ce 
& 3 3 ii 1. PLACE OF ipsa oH USUAL RESIDENCE (Where deceased lived. If institutian: Residence befare admissian) 
8 a. 8. 
ee Carroll MARYLAND Maryland aay Y 
oe, AO. 3 b. CITY OR TOWN (If autside corporate limits, write | c. LENGTH OF STAY IN Ib I} c. CITY OR TOWN (If autside corporate limits, write RURAL and give nearest tawn) - 
BS RURAL and give nearest tawn) j e ; 
Sea Henryton 1 day || Baltimore BVOd ag 
ao ee 4 d. Ree Oana {If nat in haspital, give street address) d. STREET ADDRESS e. teas 
2 = Hen on State Hospital 2021 N. Dukeland Street yes [1] NO] 
e = SS 
26 3. NAME OF First Middle Lost 4. DATE Manth Day Yeor 
25 (Type ar print} Lillian Greene | cram 12 23. 11998 
: g S. SEX 6. COLOR OR RACE | 7. MARRIED [] NEVER MARRIED. [3 | 8. DATE OF SIRTH 9. AGE (In years ca ape a YEAR| IF UNDER 24 HRS. 
th ianths] Days | Haurs 
Z Female Negro wipoweD [] ovorceo(] | July 9, 1906 yrs, 
3 10a. USUAL OCCUPATION (Give kind af wark dane] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
a during mast af warking life, even if retired) 
§ Domesti None Maryland _U. S. A. 
a 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
5 
8 . 
ef y John Greene Hamie Dyson 
8 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? [16. SOCIAL SECURITY NO. | INFORMANT ‘Address 
& (Yes, no, oF unknown) {IF yes, give war or datet of service) : 
° []___No | None Evelyn Wagner - Patient~Daughter 
8 f ]18. CAUSE OF DEATH [Enter anly ane cause per line far (a), (b), and (c)-] INTERVAL BETWEEN 
a PART |. DEATH WAS CAUSED BY: 2 + oo Toca Nu al 
§ 2 » OS OUMMEDIATE CAUSE (o)_ Cardiac Insufficiency 
i - 
Canditians, if any, which Far advanced bilateral cavitary pulmonary TB 


gave rise ta immediate 
cause (a), stating the under- ( PVE TO 
lying cause last. © 


Past I OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)]19. WAS AUTOPSY 
yes] NO() 


20a, ACCIDENT WAS UNDERLYING (1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | or Part Il af item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Manth, Day, Yeor | 20d. INJURY OCCURRED = [20e. PLACE OF INJURY [Home, farm, | 20f. (City ar town) (County) (State) 
Haur a.m. While Not while: factary, street, affice bldg., etc.) ! 
p.m. 19 lat work [] at work (7) Hl 


21. | certify that | attended the deceased from_December 2219 59, ta_ 
alive an_De. ex 23____, 12_59__, and that death accurred at_9: OFM, fram the causes and on the date stated abave, 


g x DUE TO | 


MEDICAL CERTIFICATION 


TENDING PHYSICIAN: The law requires thot the deoth certificate be executed within 24 hour’ 


by the haspital ar attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and completely filled in b: 


the registrar priar to burial, cremation, ar remavol, ond in any event within 72 haurs after death. 


page 3 shauld be detached far use as the burial-transit permit. 


ADDRESS (Street, city or town, state] DATE SIGNED 
. | [sittin CG are At Pipes toc, ny ennyton, Maryland l2aiey 
z: ‘| [haiti _fagars M. Maculans, it-D. ab hk) 2 aM) ws ee GS ae me lke Te 
&8 720. BURIAL, GREMPRTION, | 22b. DAJE THEREDF. 72d. LO wn, oF county re) 
oF ; F a 712 e/s ¢ a ero ERY ©} 2 ag loth i a ai Grate) 
a 2. aw ig ae ¥ bes eats - Vir v0 BEGpTINg [REGISTRARS SIpNADINE 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 j 355 8 


EDICAL EXAMINER'S CERTIFICATE OF DEATH 

FOR STATE ; ‘ 1-42.60 et Reg. Dist. No. i] 
HEALTH DEPT. [> PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If inslitulion; Residence before odmistion) 
3 $42 pe APRD 4 inet 0. STATE LA Ban 9 b. COUNTY 4 
ag 2 2 b. city OR TOWN I cuit comport Fi wie RUEAL c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN {If outside corporote limits, write RURAL ond give neores! town) 

= ive nacrest tow) ‘ 
be 8.5 Gyrceacelis—* yas Thawed C ADS) Ew 49 X93 
oe d. NAME OF HOSPITAL OR INSTITUTION, {If not in hospitol, give street address) d. STREET ADDRESS e. phasis 

; ‘ x 
Xx KRreé = Snowpia Crex Dee Mirttedcte, Blew yes (]_ No 


3. NAME OF 
DECEASED 


Fist Middle ma 4. DATE Month Doy Yeor 
(ype or print} be ir 


1 et. MEF Five bam fe 27 19 


6. COLOR OR RACE |7- MARRIEO [J] NEVER MARRIED EE]| 8. DATE OF BIRTH 9. AGE lin yeon [IF UNDER VYEAR] IF UNDER 


Ww wiooweo CK} ovorceo] | "] 3 17-3 ee 


ps Oss. 
10c, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY 


If any delay is a: 


11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


2, ond 3 to the funeral 


ith farm PM3. Poge 5 may be retained f 


. during mpapol working lite, even if relived) " : 
ea U.S. Army Unknown wa SUR 
13, FATHER'S NAME V4. MOTHER'S MAIDEN NAME =a ‘ xi 
Paul Griffith unknown 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? 
(Yer, no, oF unknown} | Ul yes, give wor or dotes of service) 


16, SOCIAL SECURITY NO. ]17. INFORMANT idress 


Fort George G. Apstes. Maryland 


a within 72 hours after death. 


i 


TO FUNERAL DIRECTOR: Page 3 should be used a3 o buriol-tronsit permit. File pages 1 and 2 with the State Baar: 


Item 18. Give Pages 1, 


21. certify that | toak charge of the remains described above, held an Autapsy [7], Inspectian M. Inquiry yy and in my 
epinian death resulted fram: Natural causes (], Accident Xf, Suicide [[], Homicide []. Undetermined manner [] 


4 18. CAUSE OF DEATH [Enter only one couse 78" (0), (b). ond (c).] = INTERVAL Bette 
PART |. DEATH WAS CAUSED BY: Dee 

3 ein 2 IMMEDIATE CAUSE {o) Po ix Ba) i 
uke DK DUE TO 
V3 v Conditions, if ony, which (by 
ko gove rise to immediote cone a J io 
eS {0}, stoting the underlying( CUETO 
fe = couse lost, . te). _ 2 E. 
2 g 3 PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINALDISEASE CONDITION GIVEN IN PART Voy19, pee Ce 
br) << 2 4 
Ss oO 5 yes) wi 
a 
re © Y200. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury ip Port t oF Port Il of item 18.) 
vs & | PRIMARY PX or CONTRIBUTING CI 
b= 5 {cause OF DEATH. ALL geet ye tae det—_ 
oe 0c. TIME OF INJURY Month, Doy, Yeor | 20d, INJURY OCCURRED [20e. PLACE OF INJURY (Home, For | 120. {City or town) (Count (Stole 

Y iY) ) 

= nf 5 While Not whiteO. foctory, stree!, office bldg., etc.) Z Ws 
a OG |e 19SF Jot work [] ot work AY > Ln” 1 eSeanceoks pitle. Corpeti KR 
2 F3 
¥ 
s 


L EXAMINER: This certificate shavid be executed within 24 hours ofter death. 


ar its designated agent, prior to burial, cremation, or removal, and in an: 


4 should be fdirworded to the Chi 


cS “ 
a2 
ACTUAL DATE SIGNED 
» SIGNATUR wee bat Se Mp, CHIEF MEDICAL EXAMINER [] 
bad ASSISTANT MEDICAL EXAMINER (7) [2-2 IMG 
£ EXAMINER'S ‘g “M 7 
z : NAME type} tam E a DRSH DEPUTY MEDICAL examiner Po -_ a eee 
ad To. BURIAL, CREMATIO! ; Zc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (Cily. town, oF county) Ss Stote) 
ae REMOVAL (Specify) 
o® EMOV. 12-29-59 Gadsden Cemetery Gadsden, Ajabama 
* 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2éo. REC'D BY REGISTRAR | 24, REGISTRAR'S SIGNATURE 
VS. AISME : 
5M 2/57 William Cok, Inc., 1207 St.Paul Street oarDEC 30°59 | Critter £ Minne 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 SEE 
195Q9 CERTIFICATE OF DEATH 16509 


- Reg. Dist. No. 


oa 
, 


on 


be ct 


< ve 
& 3 = 1. PLAGE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If institution: Residence befare admission) is 
8 8 3. a. b. COUNTY 4 
* 52 tcl Maryland Balto. City 
Se Te a b. CITY OR TOWN (If outside carporate limits, write | ¢. LENGTH OF STAY IN ib c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
2 8 a RURAL and give negrest town) a . “ 
eee Sykesville ly. 2m. 1d. Baltimore SVO/-“% 
“ = 
2 a2 d. NAME OF HOSPITAL (If nat in haspital, give street address) d. STREET ADDRESS e. 1S RESIDENCE 
q - > 4 i” OR INSTITUTION | 3 ON A FARM? 
z 23 Springfield State Hospital 05 BE, 31st St. ves) No 
2 € 5 3. NAME OF First Middle Lost 4. DATE Month Day Year 
seer eessiect ETTA VIRGINIA HAMMACK DEATH December 1) 1959 
230 Sho 5. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [-] | 8: OATE OF aIRTH 9. AGE (Gree IF UNDER 24 HRS. 
Se i janths] Doys | H Min, 
2 = Fs x Female White wipoweo 2} Divorcep [J 3-1h-73 6 a cee ee i: 
= & 2 10a. USUAL OCCUPATION (Give kind of wark dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11, SIRTHPLACE (State ar fareign country) 12. CITIZEN OF WHAT COUNTRY? 
2 88 fyice mast af, werking life, even if retired) = wee ta 
3B pet? ousewife Virginia U.S.A. 
fed é x 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Seiang se he i. : Unk. Unk. 
Ses Soe 
= E 3 3 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 
< a 5 = {Yes, no, o unknown) {IF yes. give wor or dates of service) _ 2 
8 offs No None Records, Springfield State Hospital 
« £T: at 
8 a Sz 18. CAUSE OF DEATH [Enter anly ane cause per line far (a), (b), and (c)-] : PNG ae Sere 
BO) a gs: i, 5 : . 
2 o¢ se a \. DEATH MEDIATE Cause oL__ AY'beriosclerotic heart disease Years 
=; Q 7 
5 =e: 420.0 DUE TO 
x , hs i 
Sy eS Canditians, if any, which ) Generalized arteriosclerosis Years 
8 BES gove rise ta immediate 
35 gc cause (a), stating the under. ( OVE TO 
£ x =e lying cause last. {c) 
3 3 & a a Part Il. OTHER SIGNIFICANT CQNDITIONS CONTRIBUTING TO. EATH, BUT NOT RELATED TO THETERMINAL DISEASE CONDITION, chy EN IN PART 1(a)/19. WAS AUTOPSY 
2RltS © |&| Chronic brain s ome aesocrated wi senile brain disease, wi EO) NOR 
eyo uo Pe i bd 
= = i 5 = 20a. ACCIDENT WAS UNDERLYING [1 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | ar Part It ‘of item 1B.) 
Sais coe & | OR CONTRIBUTING L] CAUSE OF DEATH 
aeg2s & | (iF EITHER, NOTIFY MEDICAL EXAMINER) 
3G See z a a v7 
Z 53.5 & [20c. TIME OF INJURY Manth, Day, Year | 20d. INJURY OCCURRED =| 20e. PLACE OF INJURY (Hame, farm, ; 20f. (City or town) (County) (State) 
cae 3 a Hour 0, m, White oO Not wile factory, street, affice bidg., sen 
Baoecs = P. lat wor! at warl ' 
ea ote 
3 Ee oa & October 13 19.20, iy to December a. 7 19.29 that I last saw the deceased 
Zs2qs 
oo <5 _, and that death accurred at Am, from the causes and an the date stated above. 
B=65% ADDRESS (Street, city ar town, state) DATE SIGNED 
ets ACTUAL Q Lef Oo s a. ie Be 
Bes: SeNAtone Alias do tt feo no, Springfield State Hospital __- 12-14-59 
o¢cavra f a 
£az 
-) asta PHYSICIAN'S 
kez? NAME (Tyee) Agustin del Campo, M. Ds usykecville, Mamyand = -— .. +22 
BSEOD 7a. BURIAL, CREMATION, | 22b. DATE THEREOF 2c. NAME OF CEMETERY. OR, CREMATORY 72d. LOCATION (City. tawg, ar county) 7 (State) 
Ore 85 MOVAL (Specify) a Pe + : rg —~ ps eae ; 
Ofo kt ct 2 LE LCG FT BART AS 1 LL ALOr LLYLLP 
=F 2a ee eee rs ge RE eZ MDORESS) 4 , | 2a. Bee BY REGISTRAR | 24b. REGISTRARS SIGNATURE 
4 aS ; 1 
a2 ) Yuan tT foyel ef AK, _ | DATE EC 21 '59 Cither § Aisne 


7a dfiloy Fuveren/ (fert e' 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 : . 


1 x one 
yo AG 13584 CERTIFICATE OF DEATH en doe 
ae -<£ g. Dist. No. 
& 8 = 1 TUACE Gripen el 2, USUAL RESIDENCE (Where deceased lived. If institution: Residence befare admissian) 
Bods 3 Carroll marviann || % STATE Maryland > county 7, 
£ 3 Si it b, ai OR apes (lf eels corporote limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If autside corporote limits, write RURAL ond give nearest tawn) 
3 Bay ¢ ‘Hearyton 21 days Baltimore \ Wa 
ou E 5 a NAME OF HOSPITAL {if not in hospitel, give street oddress) 5 | d. STREET ADDRESS os RESIDENCE 
Ss > Henryton State Hospital 103 Center Street ves (] No fy 
5 2 BAe First Middle Lost 4 oe Month Doy Yeor 
5 (ype eaiprint} Ned Johnson Harris DEATH December 29 19 29 
2 S. SEX 6. COLOR OR RACE |7. MARRIEDY] NEVER MARRIED [] |8- DATE OF BIRTH 9. AGE (in years [IF UNDER 1 YEAR[IF UNDER 24 HRS 


Menths] Days | Hours] Min. 


Male 


3-7-1896 ae 


Negro 


wiboweD [] pivorceD [] 


21. | certify that | ottended the deceased from. 
ember 29, 19 + 


olive on_ “7__, ond thot deoth occurred at 


s 
3 
= 
3 
2 
= 
¢ 
am 
o 
& 
oO 
8 
UD 
z 
5 
€ 
& 
— 
5 
£ 
a 
D> 
cg 
5 
2 
é 
3 
° 
= 
> 
3 
3 
3 
g 
& 
€ 
§ 
8 
3 
3 
3 
“ 
5 
a. 
5 
a 
# 
Bea 
32 
£< 
ge 
=e 
uv 
Py 
E 
a 
ss 
< 
= 
& 
z 
J 
2 
° 
e 


ADDRESS (Street, city or tawn, stote) DATE SIGNED 


5 
oO 
2 
~ 
a 
€ 
E 
2 
Bd Fd 
2 ae 10a. USUAL OCCUPATION (Give kind of wark done] 10b. KIND OF BUSINESS OR INDUSTRY |11. 8IRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
3 oF during most af warking life, even if retired) 
S oes Laborer Charlotte, N. C. U. S. A. 
3 fs 13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
fs 
= aly oy Unknown .. Unknown 
= @ 3. i WAS OO ee 0.5. AN Meio 16. SOCIAL SECURITY NO. INFORMANT Address 
= fas, n0, oF unknown] (IF yes, give war or dotes of service! 4 
yes Yes | "Army - I 213-07-632 Ned Johnson Harris - Patient 
cheers 
9 8 £ 18. CAUSE OF DEATH [Enter only one couse per line far (a), (b), ond (c).] INTERVAL BETWEEN. 
73 Hap 
Ea PART |. DEATH WAS CAUSED BY: 
2 ®62 ; WAS cAusso ay. Cardiovascular insufficiency 
£ eS 4 
- > DUE TO ¢ 
3 & avitary) 
£ S Conditions tfsonyawnich ‘ Far advanced bil €era phimonary TB 
3 5 gave rise to immediote 
4B a couse (0), stating the under. (| DUE TO 
i Fy z lying couse lost. (0) 
z os 8 3 Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I (a) /19. Be ee 
BRSEG |e art a +a 
ra 3 Hk ves] No] 
Tae 5 © 20a. ACCIDENT WAS UNDERLYING C]__| 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
2s z = OR CONTRIBUTING LC} CAUSE OF DEATH 
ag °° © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
g 3 5 & ]20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, 1 20F. (City or town} (County) (Stote} 
25 sj a Medraeeens While __ Not while foctory, street, office bldg., etc.) ! 
cen 2 p.m. 19 Jot work [1] af work 
oO S 
2 ae 
a 2 
Fe 3 
B ° 
& 
& 
5 
b 
2 
@ 
£ 


i 
2 
s 
3 
5 
3 
° 
= 
3 
hi 
3 
x 
3 
g 
2 
8 
3 
3 
2 
g 
ag) 
3 
° 
4 
° 
3 
B 


s Nitin, Clg are U2, Mares lay yo Henryton, Marylend 12-29-59 
oF : 

z% - ies Bégers M. Maculans, M.D. _Henryton State Hospital, Henryton, Md. 
a 3 Zc. NAME OF CEMETERY OR EMATI 2d. ‘G; IN (City, town, count) (Stot 

£2 7 pace. tare reseed Cixk fats Yd 
2 “i SR 24a. C'D 8Y 7: 3 ‘2db. REGISTRAR'S. SIGNATURE 

Vs AIS (4) EN A Other £ Piet 

15M 9/S8 


MARYLAND STATE DEPARTMENT OF HEALTH—' BALTIMORE, 18 


43 6 
135 
; 12585 CERTIFICATE OF DEATH Fon Tes i 
~ cx 
& 3 = Ni 1, PLACE OF DEATH 2 USUAL RESIDENCE (Where deceosed Vived. If iaiwian? Residence before ee 
= ev a. iD ‘i . 2 
eco iceareael bette laryland Washington 
= az) 3 b. Gee bye ve {if Clin’ Tee limits, write cc. LENGTH OF STAY IN Ib c. CITY OR TOWN {If autside corporate limits, write RURAL and give nearest tawn) 
‘and give nearest tawn 4 é: 
£ $2 Sykesville 2y.1m.12d. Rural - Williamsport if Se oe 
a:: dd d. STREET ADDRESS e. IS RESIDENCE 
se afl eed Secure (iF nat in haspital, give street address) |. STREE “on AFA 
reat. ee Springfield State Hospital oO 
co] cc " " 
ee NAME OF First Middle Lost 4. DATE Manth Doy Year 
ee DECEASED 
€ zs Prot pr ere) FANNY FERN HARSH DEARTH December 11 19 59 
£ >8 5. SEX 6. Geigy OR RACE |7. MARRIED] NEVER MARRIED [-] |®. DATE OF BIRTH 9. a Ta Tet IF UNDER Baines 
2a 4 Female White WIDOWED [J pivorceon(] | 11-17-77 ee] 
2 E a 100. USUAL OCCUPATION (Give kind of wark dane| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or fareign cauntry) 12, CITIZEN OF WHAT COUNTRY? 
3 8ot during mast of warking life, even if retired) M A U.S.A 
£ 228 Housewife arylan SoA. 
g 52 3 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Sa ae William Funk Mary Sibbett Funk 
fe & 8 We WAS, Pete oe fend U.S. | Gos 16. SOCIAL SECURITY NO. INFORMANT Address 
= Ba. Bunko par oieciwlesae othe . , 
8 ofA "Bhiog 22 ES" pee oe Records, Springfield State Hospital 
£8 
$ DBE 1B. CAUSE OF DEATH [Enter anly ane couse per line for (a), (6), and (c)-] INTERVAL BETWEEN 
=e 26s PART |. DEATH WAS CAUSED BY: 
for 2 ~ IMMEDIATE CAUSE (o)_Arberdoasclerotic heart disease years 
a is U-2d. -] DUE TO 
3 
oes = CoN anensaifeariye hich Generalized prEBEloseeroeté years 
$s gEs gave rise ta immediate 
= & gc cause (a), stating the under. ( OVE TO ‘ 
3 § 3-3 lying cause last. (c) 
2 S86 Soon 19. WAS AUTOPSY 
323 i z art Il. sOTHI ren ss CONDITIONS CONTRIBUTII TQ DEATH BIT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{a) 
23sis 2) ch#nic" brain Syndrome associated with senile brain disease, with eh an 
gags 2 |$|_ psychotic re : ra 
ie = o 3B o = 20a. ACCIDENT WAS UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | ar Part II of item 1B.) 
Pde ar ae & | OR CONTRIBUTING C] CAUSE OF DEATH 
Zeess & | (iF EITHER, NOTIFY MEDICAL EXAMINER) 
2oees % [0c. TIME OF INJURY Month, Day, Year ]20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, 120F. (City a town) (County) (State) 
Eas 25 A aut. ovens is White 4 Not ti factary, street, affice bldg., cat 
2.5 jot war ot warl 
apEls = Goh 
Bas = Pe 21. | certify that | attended the deceased fram__October 29, 1957, toDecemher_11, 1959,that | last saw the deceased 
Zfgezes 
oo <4 5 alive ay PCa wil ee ree, an that ee aceurred ats 255 Po, fram the causes and an the date stated abave. 
es ele ADDRESS (Street, city ar tawn, state) DATE SIGNED 
Be Ogo 
Be: 5 SIGNATURE Max f.~_, mo... Springfield State Hospital _12-11=59 
Oraza 
<ez28 / Natives otiis 5. Margolinj M. D. _.... Sykesville, Maryland... 
_ ave 
BSYOD 22a. BURIAL, CREMATION, | 22b. DATE THEREOF ‘Zc. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, tawn, ar county) (State) 
o.se2° 
zeae Greenlawn Yd ter Williamsport Maryland 
ee da, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


pate DEC 16 '59 Cihua § Maur 


‘ Se 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 q Pad 6 y 
CERTIFICATE OF DEATH 


= he. Reg. Dist. No. 
$ 3 2 1. PLACE OF DEATH : 2, USUAL RESIDENCE (Where deceased lived, If insittion: Residence before admission) 
& Sx °. aka °. b. COUNTY 
ar Carroll me Maryland Balto. 
= x) o b. CITY OR TOWN (If outside carporate limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest tawn) 
8 ss RURAL ond give nearest tawn) : 
° 32 Sykesville 3ly.2m. 26d. Baltimore BVol-“e 
e 2 da a eae {tf not in haspitol, give street address) | d. STREET ADDRESS: e. a 
oe we a 7 by 
Wess O/5 Springfield State Hospital 09 Millington Ave. ves] NODK 
2 = 6 3. NAME OF First Middle Lost 4. DATE Manth Day Year 
é 23 (Type ar print) WILLIAM A. HEAPS DEATH December 8 1959 
= > 5. SEX 6. COLOR OR RACE | 7. maRRIED[-] NEVER MARRIED [XJ | 8. DATE OF BIRTH 9. AGE (In ee IF UNDER 24 HRS. 
= s 4 jonths | Do} Hi Min. 
= ie Male White wipowep [] Divorced [J 10-12-03 56 ii ys | Hours in 
2 13 ge 10a. USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY | 11. SIRTHPLACE (State or fareign country) 112. CITIZEN OF WHAT COUNTRY? 
3 83s during mast af warking life, even if retired) 
B Ues Factory hand M; Sy ae 
3 @ Pod S 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
§9 
vw SS/s5 
8 Bele I Frank G. Heaps Anna McClelland 
= 30% 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? [16 SOCIAL SECURITY NO. | INFORMANT ‘Address 
+ ao § (Yes. no. or unknown} {IE yes, give war or dates of service) J * 
Ease No | Mensso= Records, Springfield State Hospital 
3 3 Se 18. CAUSE OF DEATH [Enter anly one couse per line far (a), (b), ond (c)-] INTERVAL BETWEEN 
Re Sess: PART |. DEATH WAS CAUSED BY: 4 q s 
2 8 es IMMEDIATE CAUSE (0) Aspiration bronchopneumonia Days 
5 te? 6400.0 DUE TO 
a 200 i aie 
= fs Canditions, if ony, which o) Suppurative nephritis Week 
att £ 5 gove rise to immediote {1 1, 
© 25 ° 
Se See couse (a), stating the under- 
$e%=P lying couse lost. © 
rec % nk Bok Ree 
5 ee 4 8 3 FA Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. eS ea 
oaaee =| Epilepsy with mental deficiency. ves] Nol 
2ege ey 
rp 3 & = Bo Saas A ETS | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
63S a a AUSE OF DEATH 
z 2 $2 5 & | MIF EITHER, NOTIFY MEDICAL EXAMINER) 
2353s & |20c. TIME OF INJURY Manth, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INIURY (Home, ees T20F. (City or town) (County) (State) 
S5%ss re] Hour a.m. Whil Mei-anll factory, street, office bidg., etc. 
a ae & aa: 19 lat work [at work [J i 
= eee ; 
Zero. 21. | certify that | attended the deceased fram_March 7... 19.55. to December 8__, 19.59 that | last saw the deceased 
o2a ee ” 
3s < s ie alive on_. Sree and that death accurred at 921 2 Pm, fram the causes and an the date stated abave. 
ESOa. ADDRESS (Street, city ar town, stote) DATE SIGNED 
de Bo 
Coe ACTUAL g aLel ly : . a 
ABE: 2b SL te1 mo, ..Swringfield State Hospital ___12-9-59 __ 
2s PHYSICIAN'S = : : 
£8 Name tye) Austin del Campo, M.D. _ Sykesville, Maryland » 
ob 
% 2 
az 


TO HOSPITAL © 
moy be reto: 
TO FUNERAL 


Tio. BURIAL CREMATION, 2b. DATE. THEREOF Zac. NAME OF CEMETERY OR CREMATORY 224, LOCATION (City, town, oF county} {State} 
g VAL (Qpeci} 
Viital \!9 L0f 3 = ee ra) lupin (ge spices ot 


aaa DIRECTOR'S SIGNATURE y ‘ADDRESS 2ao, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGHATURE 
ANS (4) , y) : > pel 
: (ONIN a AB 2Y A Lrvins *_[oanDEG 11 '58 


< 
a 


g 
2 
8 


en =. 


death. Page 4 
funeral director, 


n popers. Pages | and 2 should 


+ 


nd completely filled in by 


Then pl 


TENDING PHYSICIAN: The low requires thot the deoth certificate be executed within 24 hours 


By the hospital ar attending physicion. 
TO FUNERAL DIRECTOR: After this certificate hos been signed by the ottending 


» 


poge 3 should be detoched for use os the buriol-tronsit permit. 


TO HOSPITAL 
moy be retain 


ga 
=> 
2a 
Pa 
op 


27 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 4 op 6 4 
4 L¥O 
1358 CERTIFICATE OF DEATH ys 
1. PLATE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admision) 
9 °. b. COUNTY : 
Carroll UD Maryland Balto. City “ 
b. CITY OR TOWN (If outside corporote limits, write | c, LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest tawn) 
RURAL ond give nearest town) ee 
Sykesville Im, , 16d, Baltimore 3V 0] 
d. NAME OF HOSPITAL (If nat in haspitol, give street oddress) d. STREET ADORESS e. 1S RESIDENCE 
OR INSTITUTION ON A FARM? 
orinefield ate Hospita 1107 Walnut Ave, ves] NOR 
3. NAME OF First Middle lost 4. DATE Month Doy Year 
{Type or print) JOHN FRANCIS HODSON DEATH December 13 1959 
5. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE (ln yeor (ens TYEAR] IF UNDER 24 HRS. 
st birthday ths] Days | Hi Min. 
Male White _|woowe gy —_ovorceor] | 6=1~188) si “i ca dA 


¥WOo. USUAL OCCUPATION (Give kind of work done 
during most af warking life, even if retir. 


Clerk, Western Md. HOR. 


13. FATHER’ a NAME 


Annesly Hodson 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? 


(Yes, 10, oF unknown) | {IF yes, give wor or dates of service] 


12. CITIZEN OF WHAT COUNTRY? 


U.S.A. 


10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 


Maryland 


14. MOTHER'S MAIDEN NAME 


Hamah Hennigan 
INFORMANT Address 


Records, Springfield State Hospital 


16. SOCIAL SECURITY NO. 
No 


1B. CAUSE OF DEATH [Enter only one cause per line for (oJ, (b), and {c)-] INTERVAL BETWEEN 


ONSET AND DEATH 


P, 1 t 2 4 * 
‘ART |. DEATH MEDIATE Cause oL_ Hypertensive arteriosclerotic heart disease Years 
pois te 
FEE A DUE TO ; 
Canditions, if ony, which Severe nephrosclerosis Years 
gave rise to immediate 
couse (a}, stating the under- ( DUE TO 
lying couse last. (c) 
Bs Paar Il. mate SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)|19. WAS AUTOPSY 
= Ch pnd c brain syndrome associated with cerebral arteriosclerosis, Be eee 
a nsycho és J no] 
= | 200. mane WAS UNDERLYING [) ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Port Il of item 18.) 
& JOR CONTRIBUTING C1 CAUSE OF DEATH 
U J (IF EITHER, NOTIFY MEDICAL EXAMINER) 
s '20c. TIME OF INJURY Month, Day, Year | 26d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, Sa 1 20. (City or town) (County) {Stote) 
3 Hour 0. m. While Not while foctory, street, office bldg., 
3 p.m. Ww at work [] ot work [] Hi 


to. _ December 13 959, that | last saw the deceased 


> PM, fram the causes and an the date stated abave. 
ADDRESS (Street, city ar tawn, stote) DATE SIGNED 


see gatakiar Lf Care fe wo. Springfield State Hospital 12-1)-59 


21. | certify that | attended the deceased fram__October 27 , 1959 


eee eee sn ator daeth a 


_., and that death accurred o® 


alive an_. 


PHYSICIAN'S «/ 


NAME (Type) _ Ao n_de ee. Sykesville, Maryland ___..._.__----_--- 
Zo. BURIAL, CREMATION, | 22. DATE THEREOF ‘Zc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) (State) 
REMOVAL (Specify) 
B a 6 9 Ud on ark enetery 1to.Md, 
73, FUNERAL DIRECTOR'S SIGNATURE 24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


Witcke Funeral Dir.4101 Bdmondsen Ave. nae DEG 1/5 469 


a th ————— 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 6 


15563 


— 


~ 
a. i 3 58 f CERTIFICATE OF DEATH Reg. Dist Ns, 
& 3 eS % PLACE OF DEATH ® USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
= oe. o b. COUNTY 
“se a Carroll ee Maryland Carroll 
= 2. x b. CITY OR TOWN [If outside corporote limits, write | c, LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
8 8 RURAL ond give nearest tawn) 
ore Rural Taneytown Life x Rural Taneytown 
22 d. NAME OF HOSPITAL (If nat in hospital, give street addi , d. STREET ADDRESS » 1S RESIDENCE 
¢: “a OR INSTITUTION SS iat ee / ; : x oN x FARM? 
3 Yes K] No () 
oS |. NAME OF ‘i i 4. 
a DECEASED. First Middle Lost or Month Day Year 
Z (ipscorpaa) Norman Russell Hess biatH «= December = 11, 19 59 
& S. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [] |B. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
lost ¥ day} |Manths] Doys | Hours] Min. 
Male White wiooweoX} —_ooworceot] |March 11, 1878 yes. 
10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of warking life, even if retired) 
Retired farmer Own farm Maryland U.S.A. 


3. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


David Hess Ellen Shoemaker 
1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 
{Yes, no, or unknown) Of yes, give wor or dates of service) 
no | Miss Catherine Hess, Route #2, Taneytown, Md. 


18. CAUSE OF DEATH [Enter only ane cause for (0), (b), and (€)-] qi ‘ INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: ( ; rloncre elinretc Ween y y A AD Ceol 
IMMEDIATE CAUSE (a a 
a, DUE TO —- é, 
tions, if any, which Lue eee ee 2 4- Yr - 


Then please remave carban papers. 


, crematian, ar remaval, and in any event within 72 haurs after death. 


TENDING PHYSICIAN: The low requires that the death certificate be executed within 24 haurs 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and campletely filled in by t! 


= pos rise to immediote o 
a cause (a), stating the under. ¢ PUETO sen i os A e 2) 
ges iemiavenuselioes © re Aiseecre elt112 > © Va. 
ees 5 Pargell OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1{0)]19. WAS AUTORSY 
> = fy [= os — —_— 
See oO} 
eo s ( Deet 2. chides ves (] NO 
rise = | 200. ACCIDENT WAS UNDERLYING [1] | 20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Port | or Port Il of item 18.) 
Coeae & | OR CONTRIBUTING C1 CAUSE OF DEATH 
£o2 & | (UF EITHER, NOTIFY MEDICAL EXAMINER) 
oss & ]20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INIURY (Home, far 20. (City or town) {County) (State) 
Leer 4d 3 Hour a. m. While Not Shite Factory, street, office bldg., etc.) | 
S22 = p.m. 19 fot work [] ot work i 
“ So 
= = 21. | certify thot | ottended the deceas fram_L. L bo one So : 19/ | ae Aa Thor 1 last sow the deceosed 
£ Sie 
2 35 IZ l 2 -7___, ond thot deoth occurred ot 17 , fram the couses ond on the date stated obove. 
me 3 o *#VABDRESS (Street, city or town, stote) DATE SIGNED 
x 2 
= ACTUAL | ey/ 
BS: 25 SIGNATURE. Ic. 4 ' yy < 
° pa 
28.25 / PHYSICIAN'S f 
Segee NAME {Type} ‘ 4 cVau 4. 
SefSE 
o7 i o Zo. Hae Sie Ne 2b. DATE THEREOF Zac, NAME OF CEMETERY, OR XREMONTRINT 22d. LOCATION (City, town, or county) {Stote) 
~S §~ ify) 
=x 
ofoee Greek Presbyterian | Taneytown, Maryland 
La ‘ab. REGISTRAR'S SIGNATURE 


< 
a 


Othun £ Hiasad 


23. FUNI ERCP wrgt ,, ADDRESS: je REC'D BY REGISTRAR 
Als VLE Cl ey , 
sae, ss ¢ Abn aneytown Md. pate DEC 1 4 '59 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
MEDICAL EXAMINER'S CERTIFICATE OF DEATH merne iG 13565 ) 


1 


FOR STATE 
HEALTH DEPT. 1, PLACE OF DEATH 2. USUAL RESIDENCE {Where deceased lived. If imtitution: Residence before 
228 2 °. ©. STATE b. COUNTY 4 
a2 33 i Carroll Maryland 
a & b. cl is Besos eerniee corporate limits, write FURAL c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL ond give neorest iow) 
Shee ive nearest town en 
525% Baltimore Vv. 
ca palcimore pe eS 
> | 4: NAME OF HOSPITAL OR INSTITUTION lf not in hoapitol, g give sireet oddress} d, STREET ADDRESS «IS RESIDENCE 
a r 
cree = Springfield State Hospital ___1207 Weldon Avenue sO] Nod 
Besos 3: NAME OF First Middle lost 4. DATE ‘Month i. Yeor 
ee fad CEASED. 
ela {Type oF prin) John Suh AB ag SE) I ies 
So oie 3 5. SEX $. COLOR OR RACE |7. MARRIED [_] NEVER MARRIED [_]] 8. DATE OF 8IRTH % ace Reason IFUNDER. mat TE UNDER 24 HRS. 
“7 Fe 6 poate Months] Days | Hours | Min. 
cS ee 5 White |wiroweo(y pivorceo (J Nov_24,1871 BS ys. J a 
Coes 10. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
Sa BS fe during most of working lile, even if retired) 
bate Maryland —_ Unb = 
Sa oF 14. MOTHER'S MAIDEN NAME 
gee 8 tes bax 
oi I y ——— : de. = 
zy Es 15. WAS DECEASED EVER IN U. 5. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT ‘ker. Addeess 
z of* ep Mer. no. oF unkoown) Uf yes, give wer er dates of vervice) 
£ 
fe2e | Hospital records 
& os FE ; = : =e = ——— Se ae a = 
Fees ieee eos oan kee ana ese 
38 aae wnt OTwaboiatt cause o) _ATterioselerotic cardio vascular heart disease Ms 
ae 1g, ee 
Pecise Fak, | DUE TO 
og = Conditions. if ony, which 
EOC 6 i “ (b)__ 2 2 St 3 
33. tage gove rite to immediote come) 1 
Pesos {0), stoting the underlying 
By = ee couse lost. teh 
g eesteen. 
oe, gs 3 é PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(0}]19, was co 
=Swuv 
ee ee = 
fegie O15 arteriosclerosis ves) _No B 
Ee: 80% © |200. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nolure of injury in Port | or Part It of item 18) 
Spe“s E [PRIMARY (3 or CONTRIBUTING CI 
28 aed ; te] DEATH. 
E,ss 5 [aoc TIME OF INJURY Month, Doy, Yeor _[20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, form, 1 20F, [Cily or town} {County) (State) 
atGr2 8 Hour 9. m. White Netaphile, foctory, street, office bldg., ete. 
FPv od = pm. 9 at work [7] ot work 
SSE OS : : a a : 
25 pee 21. I certify that | tack charge af the remains described abave, held an Autopsy (J, Inspection Gd. Inquiry CX. and in my 
End sBs 5 apinion death resulted from: Natural causes [X, Accident O. Suicide 0. Hamicide eh Undetermined manner Oo 
25t-e 
ge SO 
*= es + rs imitates Spas p, CHIEF MEDICAL EXAMINER [J pe ene 
—-O°c f 
=: : Se ASSISTANT MEDICAL EXAMINER [7] 12/9/59 
ae eee EXAMINER? 
52s se James T. Marsh AUN GOL) eae E> & 
Seeozs Flo. BURIAL, CREMATION, | @2b. DATE THEREOF 7c. NAME OF CEMETERY OR CREMATORY 32d. LOCATION (City, town, or county) ~ {Stote} 
asse2* REMOVAL ia Ww Mill Ra.¥ 
o808 Park ak a,Ma 
be = 23. FONERAL raat TOR'S SIG poy 5 ee iy 240, REC'D BY REGISTRAR | 24b, REGISTRARS SIGNATURE 
v8. AISME ’ Lia db, Maal 
$M 2/57 swapy BEE, bvegl 01459 Cuthun JF 


1 Vg , - MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 13 5 6 : 
ee 49 CERTIFICATE OF DEATH aaa ae to. 
3 3 = 1. PLACE OF DEATH 4 2. USUAL RESIDENCE (Where deceased fived. If imtitution: Residence before adminion) 
os @. J a a. Be b, COUNTY 
“et ,| Ca RRO iLL MARYLAND > L BN e 
=. ae 3 b. CITY OR TOWN {If outside corporate limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN {if outside corporote limits, write RURAL ond give nearest town) 
Bs RURAL and give nearest town) ‘2 5 t . 
3 sz V : A R SVEARRS 27% WESTAUNSTE 
& 2 d. Roo (if not in hospital, give street address) , d. STREET ADDRESS «15 RESIDENCE 
owe f . ~~ 
4 ag x Az Beno Sait s/ Bie eae Bend STREET ves (] No [— 
=P a 8 pan OF First Middle Lost 4. Dare Month Doy Year 
a 5 Fence ent) oS es PIAY KELL DEATH DEC 48 WS9 
= =e 5. SEX 6 COLOR OR RACE | 7. MARRIED] NEVER MARRIED [-7°. DATE OF BIRTH 9. AGE (tn yoon aa TYEAR] iF UNDER 24 HRS. 
= 7 : 
be 2 " WIDOWED [] pivorceo [} APR, IN ID— IGE “ uk lonths| Doys | Hours] = Min. 
ee a fe Too. USUAL OCCUPATION (Give kind of Eee gor4 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
2 8es uring most of working life, even if ret : a ; , 
i ese HLUSE KEEPER |OWw HOME PELNSVLVRNLA- US? 
& offs I 13. FATHER'S NAME V4. MOTHER'S MAIDEN NAME, 
g 8&6 , ‘ ’ , acho, A 
BBN NHN Ye. UNH NG WN 
£ 28s 15, WAS DECEASEDEVER IN U. S. ARMED FORCES? 116, SOCIAL SECURITY NO. 17. INFORMANT Address 
= 6 a2. 90, OF unbnewn) {i yes, give wor ov tates of service ‘ 
B pfs NO _| tt. _|ESTHER WAUGHTEW WESTPIINSTER _/YD 
2 £ 
3 1 2 1B. CAUSE OF DEATH [Enter only ane cause per line for (0), (b), and (c).] INTERVAL RETSGEE 
(TEs PART I. DEATH WAS CAUSED BY: A 
2 8 . IMMEDIATE CAUSE in fz s3£e TM e WELRYS Lac - frente gee bon — 
aes . DUE TO 
£2 Condilionsh i i 

onditions, if any, which (o) 
3 gz gove rise to immediate DUE TO 


couse {a}, stoting the under- 
lying couse lost. el 


Parr fl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ia} /19. Seale - 
’ 


ign: 


ician. 


The low requ 


200. ACCIDENT WAS UNDERLYING [] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | of Part It of item 1B.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Yeor ] 20d. INJURY OCCURRED  |20e, PLACE OF INJURY (Home, form, | 20F. (City or town] (County) (State) 
Hour a.m. While Not while factary, street, affice bidg., etc.) | 
p.m. 19 lat wark [} of work (1) 1 


21. I certify thot | attended the deceased from ¢2e = fn, 19 Th, 19 
alive on___. fears SY, and that death accurred owe 


. ar remavol, and in ony event with 


|, crematian, 
MEDICAL CERTIFICATION 


Sot | last sow the deceased 


M, from the causes ond an the date stated above. 
(ADDRESS (Street, cily or town, state) DAJE SIGNED 


R: After this certificate has been si 
page 3 should be detached far use as the burial-transit permit. Then please remave, 


he haspital or attending physi 


‘ENDING PHYSICIAN: 
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t AL ~ 
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TTP Pe oe TS VAS 15 [57 /, Bib: 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 t 4 
43590 CERTIFICATE OF DEATH vez tm, LO007 


1. PLACE OF DEATH ah Gente RESIDENCE (Where deceased lived. If institutign: Residence before admission) 


a. COUMPY b. COUNT, 
eo) 1 at, MARYLAND Z A 


7, 
b. CITY OR TOWN (If outside corperote limits, write | c. "Sy. OF STAY IN Ib <_CITY OR TOYN (If outside,corporote limits, write RURAL and give nearest fown) 
iy ond give neafest town: - AE P Ta 
A fl), 
// SA alps A 


d. NAME OF HOSPITAL {If nat in hospital give street 2 d. STREET ADDRESS e. 15 RESIDENCE 
OR INSTITUTION / 
ee 4 a 


>* 


tar, 


irect 


death. Page 4 


¢. 


Ned in by 


funeral di 


/ 


y NAHE oF First Middle Lost a JDaTE Month Year 
morn CHAPLES~ C — KVELLER! tm Goa af sb 
5. SE 6. COLOR OR RACE | 7. MARRIED XI NEVER MARRIED [(] | 8. DATE OF BIRTH 9. AGE (In years [JF UNDER 1 YEAR| IF UNDER 24 ARS. 

lost ae Months] Doys | Hours 


wivowep [] pivorceo [] /{- [Yr- Lf 74S yrs. 


10a. fete ea ea Aes kind a aier 10b, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or fpreign Le. 12. CITIZEN OF WHAT COUNTRY? 
most afawdrking life, dven if retire o 
+ ee Maton | “Vid WwW 8 ps 


13. FATHER’S;NAME 4 


bbe. tells 


15. WAS DECEASEDEVER IN U. S. ARMED/ FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 


wd Tip B20. 05-6 0g — Meo thong Welles. VM sss Lely 


18. CAUSE OF DEATH {Enter only one couse per line for (0), (b), and (c)-] INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED BY: ee 
IMMEDIATE CAUSE (a) 


Pages 1 and 2 shi 


‘icate be executed within 24 haurs a} 
r death. 


Gld x DUE TO 


Conditions, if any, which w fe CHE \ 
gave rise to immediote 
couse (0), stoting the under. ( CUETO 


lying cause lost. a) 
Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. WAS AUTOPSY 


Then please remave carban papers. 


ician. 
R: After this certificate has been signed by the attending physician and campletely 


PERFORMED? 


yes[] No—.) 
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200. ACCIDENT WAS_UNDERLYING [), 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Part II of item 1B.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, | 20F. {City or town) (County) (State) 
Hour 0. m. While Not while factory, street, office bldg., etc.) | 
p.m. 19 Jat work [] ot work i 


21. 1 certify that | attended the deceased from_/01/.___.____. WH, to Mee. 3. Bm , 19S¥,that | last saw the deceased 
alive an Ree 3O vale SZ. _, and that death accurred wala, fram the causes and on the date stated above. 


SIGNATURE a i; 1 A col b, Stee 24 ‘or fawn, ad DATE SIGNED 


PHYSICIAN'S 
NAME (Type! W. 


22a. BURIAL, Caer 2b. DATE ewe Zac. NAME OF CEMETERY/OR CRE 
REMOVAL (Spi ~3 
iuuat | | 6o le roa 
23. RAL DIRECTOR'S seaaa ADDRES: Qda. REC'D BY REGISTRAR | 24b. REGISTRARS SIGNATURE 
L i: bate yan 4 ‘60 Onthug ’ #6, | 
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TENDING PHYSICIAN: 
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Then please remove corbon papers. 


the registrar priar to burial, cremation, or removal, and in any event within 72 hours after death. 


TENDING PHYSICIAN: The law requires that the death certifi 


the hospital or ottending physicion. 


od 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician ond completely fi 


in 


page 3 shauld be detached for use os the burial-transit permit. 


TO HOSPITAL ©! 
may be reta 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


af > 
CERTIFICATE OF DEATH | 3 568 
Reg. Dist. No. 
1 [aes egy 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) cee 
= Carvoll MARYLAND 0. STATE b. COUNTY. 
b. CITY OR TOWN (If outside carporate limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
RURAL ond give nearest town) 3 yo). u 
Sykesville 5 mo. W dys} 425 S. Clinton St : 
d. NAME OF HOSPITAL (IF not in hospital, give street address) ¢. STREET ADDRESS e. 1S RESIDENCE 
OVS OR INSTITUTION ON A FARM? 
. Springfield State Hosp. Reltimore 24, Ma ves O) NOE 
3. NAME OF First i 4. DATE 
DECEASED yr Middle Lost oe Manth Day Year 
(Type or print) DEATH 19 


S. SEX 6. COLOR OR RACE [7. MARRIED[-] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (in hey IF UNDER 1 YEAR] IF UNDER 24 HRS. 
lost bicthdgy) | Months | Days 
femal white  |wivoweo §J DivoRCED [] 10-28-79 . ‘4 eg 
10a. USUAL OCCUPATION (Give kind of work dane! 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
during most af working life, even if retired) 
Housewife none Germany U. S. 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
none given 
WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 
Ro, or unknown) | {IF yes, give wor or dates of service) 
no. none 
18. CAUSE OF DEATH [Enter only ane couse per line for (a), (b), ond (c)-] . INTERVAL BETWEEN 


ONSET AND DEATH 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0) months 
t \ DUE TO 
Sete ay Ne _Arteriosclerotic Heart Disease 
gove rise to immediate 
coute (a}, stoting the under: ( DUE TO 
lying couse last. (¢) 
0 3 Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o) |19. WAS AUTOPSY 
2 
) associated with cerebral arteriosclerosis ves] No Gh 
= 20a, ACCIDENT WAS UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Part II of item 18.) 
& JOR CONTRIBUTING () CAUSE OF DEATH 
© {(IF EITHER, NOTIFY MEDICAL EXAMINER) 
y 
& |20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, form, | 20F. (City ar town) (County} (Stote} 
a Hour 0. m. While Not while factory, street, office bldg., etc.) i 
g lo! work [] ot work H 


21. | certify that | attended the deceased fram 6-25 _. 19.59 to_12=12 ., 19.29,that | last saw the deceased 
__, 12__59__, and that degth occurred at5$1.5a M, from the causes and an the date stated abave. 


5 ADDRESS (Street, city or town, state) DATE SIGNED 
I hey REL f Spring? j 
Nantived Julian Radzykewyez M. D.. Sykesville, Maryland 


Zac NAME OF CEMETERY OF CREMATORY ——‘Y 2a. TOCATION (Ciy town, or coun) ior) 
S -6q9|SACRED HEART CEM.|740/ GERMAN Hye Rd, MD, 
23. FUNFRAL DIRECTOR'S SIGNATURE ADQRESS 2da. REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNAT 
bape S ' ay eee ee Gol S.COUK LING ST DATE Seite ag 


alive an___ 


ACTUAL 
SIGNATURE 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 © m 
MS DICAL EXAMINER’S CERTIFICATE OF DEATH 1 356 9 


des STA 


Reg. Dist. No. 


HEALTH DEPT. [- PLACE OF DEATH 2. USUAL RESIDENCE (Where dececied lived. If institution: Residence before odmission} 
ge 5 a. ©. STATI is 
g2ue Carroll MARYLAND ‘Maryland °°" Carroll 
ae = z£ oi b. isin Cu ey Se ce corporote limits, write PURAL cc. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (IF outside corporate limits, write RURAL ond give nearest town) 
eat fom te) , 
BE Es( Wi rural--Westminster 5 yrs rural--Westminster : 
- = d. NAME OF HOSPITAL OR INSTITUTION (If not in hospitol, give street oddress} . STREET ADDRESS @. IS RESIDENCE 
ae / ON_A FARM? 
sope, x Nicodemus Road ves (2 No 
pocvet = = = ——— = = = ———S eee 
5 55 23 3. pees! rd First Middle Lost A. DATE Month Doy Yeor 
ST spleen J CEASED | 
=e 8 ‘Z5 Cyegerednn WILLIAM KENNETH LAYTON ati Dec, 28, 1959 
betes 5. SEX 6. COLOR OR RACE |7. MARRIED [} NEVER MARRIED [_}| 8. DATE OF BIRTH 9. AcE Wnyeon  [AFUNDER TYEAR] (FUNDER 24 HRS. 
<2 Res ot eer Doys | Hours | Min. 
Sere male white |wiroweQ  pivorcen 7-28-1908 _ 51 om. als a 
3 peace 10a, USUAL OCCUPATION (Give kind of work dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ar foreign country) hz, CITIZEN OF WHAT COUNTRY? 
Su25 Fs] during most af working life, even if retired) 
Bots owner Maryland = Use ; 
oS 3 3 35 13. FATHER'S: "NAME 14. MOTHER'S MAIDEN NAME 
v D 2 
gee ee William O. Layton Clara Justice 
=8 Es 3 15. WAS DECEASED EVER IN U. S. ARMED FORCES? [16. SOCIAL SECURITY NO. 117. INFORMANT ~*~ Addrest 
aoc {Yea 00, @F unknown) [it yes, give wor or dates of service) 
$022 E no | 220-34~6354 Mrs. Annie L. Layton, same 
este ; a ia 
oa 1 ee aie cc 
Beess TO EANMDAEDIATE CAUSE (0) My Aa piclia. fired u x 
t 2 
aed bp ALI, DUE TO 
thie Conditions, if ony, which 
£ ge = £ gove rise ta immediote couse a > 
Me eds (a), stoting the undertying( OVE TO 
Be or couse lost, te 
SpE ss wre 3 
26 Ey g 
Ber BE ole 
ages 3 £ = 
eee g 2c, EXTERNAL CAUSE WAS _[70b. DESCRIBE HOW INJURY OCCURRED. (Ener noture of injry in Part for Pont I of item 18, 
26 z2¢ $& | CAUSE OF DEATH. 
2323 é = 
eo 22° 5 20c. TIME OF INSURY Month, Day, Yeor 20e. PLACE OF INJURY (Home, form. 1 20F. (City or town) (County) (Store) 
Oe Shae 5 foctary, street, affice bldg., etc.) | 
ae~U,, a Hour oo. m. 1 
Z2ees g : 
Set or 4 . : 
25 pee Inspection TX], Inquiry [], and in my 
osBss opinion death gesulted from: Naturol causes [J], Accident [J]. Suicide [J], Homicide [[], Undetermined manner [} 
zee5 8 i aes 
Be a 3 é [Var wap, CHIEF MEDICAL EXAMINER [] CAG 
a °o x = - - 3 
=, Be S 4 ASSISTANT MEDICAL EXAMINER (C] 12-4 €-54 
2 ‘i 
5 a 2 = $ As Be) / AMES DEPUTY MEDICAL EXAMINER §Q) 
es ae — c= oe ae 
eae “Fo. BURIAL, CREMATION, ‘OR CREMATORY 72d. LOCATION (City. town, or county) (Stote) 
gies aE 
e**o% 12-31-1959 Damascus Damascus, Montg.Co, Md. _ 


23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS Z4a. REC'D BY REGISTRAR | 24b. REGISTRAR’ 'S SIGNATURE 
c. Wie Waltz, Winfield, Md. pareAN 4 60 Cuthan £, 


VS, ASME 
5M 2/57 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


125 
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0) 


=i 
i Mee 
Sh 


_. 12593 CERTIFICATE OF DEATH re ee 
& 3 ES V bee thet 2 suas RESIDENCE (Where deceased Io If institution: Residence before admission) 
= £3 bo Garrett MARYLAND. UNITY 
= Be b. CITY OR TOWN (If outside corporate limits, write |e. LENGTH OF STAY IN 1b ©. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
% 42 RURAL ond give nearest town} € 
»> ’ - 
ces yke sy 6, Ma and rs. 2 wks, Baltimore Géty #6 x 
@z a. NA y Nonrution (If not in roi give street oddress d. STREET ADDRESS e. is RESIDENCE 
wea. OY Oo Springfield State Hospital 8664 Philadelphia Rd, ves [] NO fy 
2 
2 &s 3. NAME OF First Middle lost ‘4. DATE Manth Doy Yeor 
= De DECEASED OF 
s 23 {Type or print} Lee DEATH 12 5 1959 
<= BS 8 5. SEX 6. COLOR OR RACE | 7. MARRIED [_] NEVER MARRIED (| 8. OATE OF BIRTH 9. AGE (In years |IF UNDER 1 YEAR| IF UNDER 24 HRS. 
= sr lost birthdoy) [Months] Doys | Hours] Min. 
2 te male Chinese |wiowe fg —_ovorceot] |_7/20/88 FL os. 
= — a2 10a. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
2 ie a8 during most of warking life, even if retired) Philipi I 1 4 
os ec e ise ipine Islands Naturelized USA 
3 68 eel Worke = 3 
3 8 B3 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
© S86 
5 fore Chan Lee Unknown 
€ £33 15. WAS DECEASED EVER IN U. S. ARMED FORCES? ]16. SOCIAL SECURITY NO. | INFORMANT ‘Address 
5 a § = (Yes, no, or unknown) {IF yes, give war or dates of tervice) 
ee no. | 213-07-4130 Springfield Hospital Records Sykesville, Md. 
ee Be 
8 Ess 18. CAUSE OF DEATH [Enter only one cause per line for (0), (b), and (c).] INTERVAL BETWEEN 
a = ay PART |. DEATH WAS CAUSED BY: 
2 ®g- IMMEDIATE CAUSE (o)_ _Arteriosclerotic Heart Disease years 
= >/ 
5 2 =: AGO OR DUE TO 
= fer Conditions, if any, which ears 
aes . : » _Biiabetis Mellitus w 
3 Bes gove rise to immediate “4 | 
£ e 5 
see one couse (0}, stating the under- 
Serer lying couse lost. (g___ Pulmonary Tuberculosis - inactive years 
3 = 3 5 “4 rs Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 10} |19. eee 
tod a Ps : 
gags 3 ) 3|_CBS assoc. with cerebral arteriosclerosis with ppychotic reaction. ves] NoOL 
Feoas © [200. ACCIDENT WAS UNDERLYING []__|20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Part Il of item 1B.) 
She aoe & | OR CONTRIBUTING C1 CAUSE OF DEATH . 
agees G | F EITHER, NOTIFY MEDICAL EXAMINER) | (7) (>) aie x 
Seyes & [20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED  |20e. PLACE OF INJURY (Home, farm, 120%, (City or town) (County) {State} 
Eslgs a Motes (Mile Not while. foctory, street, office bldg., e' Het 
i ecole = p.m. Jat work [] of work 
ogres . 
iz eee 21. | certify that | attended the deceased fram._____ to '5/59____, 19.__,that | lost saw the deceased 
aLl2cee 5 
Zeg 33 alive an___ yh he AN es Femethe causes and an the date stated abave. 
F=6 Bo ADDRESS (Street, city or town, state) DATE SIGNED 
B3e 
y . 
8: B58 | fas te en eS eR ee 12/5/59_ 
aes 
Z8a25 PHYSICIA 
segs Name (type) Julian Radzykewyez, M. _..Sykesville,y Maryland. 9 
& a Zz ey Ey No. sucrns ie 7ab. DATE THEREOF 2c. NAME OF ae ‘OR rs" "Bolo Town, ar county) State) 
o — 
ofoet Lt14 fe - F aa" ~ Cee if. Lgecte- » Heigl 
- 23. Fl eS Fe CTOR’ ZU7 Ze ADDRESS Ve y 240. REC'D BY REGISTRAR 24b. REGISTRAR'S SIGNATURE 
Vs AIS 
isn 97s8 ZA l Hef oareDEC 9°59 Cortina £ Kissa, 


1 ae <8 Bie gh er ae HEALTH PAUIRAORE, 18 1 ap rh 
OF DEAT COeL 
: CERTIFICATE OF DEATH at ae 
1. PLACE OF DEATH i 2, USUAL RESIDENCE (Where deceased lived. IF institutiny Residence before odmission) 
0. COUNTY / I anne et ae b. COUNTY Bae: 
Lf th Le (Gp ds Ls i 
¢. CITY OR TOWDY (IF outside carporote limits, write RURAL ond give nearest town) 
2 VAL S$. KEXXXXX A, <-? Timonium 3X ~ of 
he! J, NAME OF HOSPITAL ‘lf nan in ary give street oddress} d. STREET ADDRESS: @. 1S RESIDENCE 
~ Q OR INSTITUTION Bie ON A FARM? , 
= Ota bred LeOee fim ppt vias Ivy Church Rd. yes []_ No 
5 3. NAME OF 7 yin Middle ton / | 4. DATE Month Doy Yeor 
3 (Type or print) as OLLIV EC WCB. DEATH Reecuhtd Sh wt? 
s 
2 


5. SEX 6. COLOR OR RACE |? MARRIED E-] NEVER MARRIED P| 8. = E OF. F 9. AGE (in years [IF UNDER 1 YEAR|IF UNDER 24 HRS, 
eB a Li o 5 Ay. i _ 0 lost birthdoy) Doys | Hours] Min. 
> betty W/ E|wioowen) ——_oworceo’) | AVy YE) ME YL \_ /Pigee- 
sam 


i UPATION (Give kind of work dane| 105. KIND OF BUSINESS OR INOUSTRY|{1. BIR 12. CITIZEN OF WHAT COUNTRY? 
“ during mast of working life, even if retired) ? ia 
A 


raid A <r _ y 
| DLA Mesnd Bt fl deh 
1S. DECEASED EVER IN U. 4. ARMED FORCES? /16. SOCIAL SECURITY NO. |17. INFORMANT ddress 
(Yes. 00, (4 = (Uipeig eee lortaaten offers) > —_— %, wc 
D24~— |. Ja me. Pua j- fpr cr iui, PYG AHA. 


1B. CAUSE OF DEATH = only one couse per Ij Be co tal nek oameleg ab Lee {a}, f5), and tay INTERVAL BETWEEN 


es 
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cy 
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3 
oa 
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a 
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5 
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> 
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3 
2 
$ 
= 
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23 
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mn Y ONSET AND, DEATH 
PART |. DEATH WAS CAUSED BY: Pr hi hes 
IMMEDIATE CAUSE (o] NAF et Ppa Orc MAME? ? 
] ) DUE TO 
Conditions, if ony, cas 


gove rise ta imme: 
cose (0), stoting the pee oe us) 
lying couse fast, eo) 


Past Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{a)| 19. pel) AUTOPSY 


RFORMED? 
yes(] No’ 
200. ACCIDENT WAS $- UNDERLYING 11 | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture af injury in Part | ar Part IT af item 1B.) 
OR CONTRIBUTING L] CAUSE OF DEATH i, ————— 
(IF EITHER, NOTIFY MEDICAL EXAMINER) —a  —-—e 
P0e. TIME OF INJURY Month, Doy, Year ]20d. INJURY OCCURRED — [20e. PLACE OF INJURY (Home, form, 1 20F. (City or town) (County) (State) 
Hour ahs m. While Not a factary, street, office ice bldg., etc.) ! _ 
ee 9 jot work ([]) H 


piiice at Vattended the deceased nla wT, radldepgnd. . 192 Z that | lost saw the deceased 


alive ohh B crclier tf, ge -;-+ and that death accurred tr _22M, from the causes and an the date stated above. 
ADDRESS (Street, city ar town, i DATE SIGNED 


Sean = bee ae aaa M.D, Hous hclindeal,. deer Lz. UT 


MEDICAL CERTIFICATION, 


the hospit 
‘OR: After this certificate has been signed by the ottending physician and completely filled in b 


a 


page 3 should be detoched for use as the buriol-transit permit. 


TO HOSPITAL ORSTTENDING PHYSICIAN: The low requires that the deoth certificote be executed within 24 haurs after death. Page 4 
the registror prior to burial, crematian, or removal, ond in ony event 


Oe 7, ; Mw 
ae IYSICIAN: ¥ 
3 NAME (Tye) W/D.(22/) we MP hates {Pol 4AQ. L4G; i Ls ae 
ay Hi tar 12- 14-59 New Cathedral Baltimore, Md. 
- 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS: 24a. REC'D BY REGISTRAR 2db. REGISTRAR'S SIGNATURE 
YS A150 Brooks Funeral Service,Towson 4, Md. Orton § Hand 


MARYLAND 
eh: 


en 


STATE DEPARTMENT OF. HEALTH—BALTIMORE, 18 
2 FilmG254 1-68-60 et 
CERTIFICATE OF DEATH 


13572 


ke wee * 1 Reg. Dist. No. 
& 3 £ 1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceosed lived. If insitulion: Residence before admission) 
8 °. ° b. COUNTY 
= 7% i MARYLAND a4 F 
32 Carroll, Md. Ci v 
£3 b. CITY OR TOWN (If outside corporote limits, write |. LENGTH OF STAY IN 1b ©. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
g 32 RURAL ond give nearest town) : : 
~~ z= ‘§ 33495 YD f\ 
a 2 yke : 2mo. 19d. ig 25 Dudley Avenue 
23 d. NAME" OF HOSPITAL {If not in hospitol, give street oddress) d. STREET ADDRESS 3 , Je. IS RESIDENCE 
es v-~ OR INSTITUTION ; re), le | ON A FARM? 
apa Springfield ate Hosnital LJ Mad / ves E] No] 
2 = 3 3. NAME OF First Middle last 4. DATE Month Day Year 
ex 
ic ky, (Type or print) R DEATH 19 
N 23 osa K 12 
EPS S. SEX 6 COLOR OR RACE |7. MARRIED [] NEVER MARRIED [] |8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
3 2 lost birthdoy) Manths| Days | Hours | Min. 
est 3 WIDOWED pivorcep [] 8/17/78 ys} df y 
2 ea. 10a. USUAL OCCUPATION (Give kind of work done] 10b, KIND OF BUSINESS OR INDUSTRY |11, BIRTHPLACE (Stole or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
g 82 during most of working life, even if retired) 
3 pecs Housewife at_home Germany U.S.A. 
8 os 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
© 88% 
8 gee Peter Ries id unknown 
2 bes7 1s. WAS DECEASED EVER IN U, S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT ‘Address 
. & £ ES he 99, OF unknown) (OF yes, give wor or dates of service) 
wo BAS |) No | 215-10 Louis Meeth, son, 318 Dudley Ave, 
3 i Bc |] 36. CAUSE OF DEATH [Enter only one couse per line for {0}, {b), ond (c)-} INTERVAL BETWEEN 
epee PART |. DEATH WAS CAUSED BY: * s = i 
eo Bigs . IMMEDIATE CAUSE (0) dhesasre 
3 = 3 Z x DUE TO 
£ en 
ene Conditions, if ony, which ») Diabetes mellitus 
8 BES Sik ih: te Teale : 
5 5 is couse (0), stoting the under- { DUE TO 
Feud lying couse lost. {e) 
escge uy gRER USSR 
328 BY & Paar I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART {0)]19. WAS AUTOFSY 
SROLs ae 
aoe F 4 A 
ee B62 8 3 CBS assoc, with brain d with reaction. Tes STAR Ota 
tae are = 200. ACCIDENT WAS UNDERLYING C]__|20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
352° & ] OR CONTRIBUTING CT CAUSE OF DEATH 
Ze825 © [QF EITHER, NOTIFY MEDICAL EXAMINER) 
Zsszss § [20c. TIME OF INJURY Month, Doy, Yeor |20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (Stote) 
Estes 5 HEE aa EME aa ae foctory, street, office bldg., etc.) ! 
eee? $ = p.m. 19 lot work [[] of work ‘ 
eE,e5 : 
z zs Bs 21. | certify that | attended the deceased from.__Nov.,--1.6,----: 19.59-. 'o_Dee;--25----” 1959,that | last saw the deceased 
of a . 
Zee 35 alive on_______ Dee, 25, == J 19259__, and that death accurred at_§:10Mm, fram the causes and an the date stated abave. 
F=O55 ADDRESS (Street, city or town, stote) DATE SIGNED 
td 
Mae ACTUAL if e G 
@: B35 saeahoy, hee cLef (Ziz9 he SAD. i, aoe Coe Oe so ee 
raze f —— Y 
Bias 5 PHYSICIAN'S 
Sess Qh aii a! SUR CES WiC oa a ae eae ae 
= ica 
S39 c oy 220. BURIAL, CREMATION, | 22b. DATE THEREOF Zic. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, of county) {Stote) 
g >~5 S> Baet (Specify) 
ofo8e ur al 2/29/59 Holy Redeeme aim imore, Md 
ee 23., FUNERAL DIRECTOR'S SIGNATURE ADDRESS 24o. REC'D BY REGISTRAR | 24b. REGISTRARS SIGNATURE 
Veen tharles f. Sch imunek Funeral Home ; lan & KE 
1SM 9/58 Brehms Lane DATED 2.9 '59 Onkbun & Trae 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


“ae 
CERTIFICATE OF DEATH 3543 


e Fy Reg. Dist. No. 
a 3 = u }. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission} 
o o a. b. COUNTY 
* £8 Carroll MARYLAND Maryland % Balto.City 
£ Be b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
8 5 RURAL ond give nearest town) 4 3 ' 
cv Se Sykesville 2yrs.2mosel5days Baltimore 31 v 
oe d. NAME OF HOSPITAL (if not in hospitol, give street oddress) d. STREET ADDRESS ESIDENCE 
f Ya) vi OR INSTITUTION ON A FARM? 
2 Springfield State Hospital 308 S. Dallas Court, ves (]_NO ff 
o 3. DECEASED. First Middle Lost 4. ed Month Day Yeor 
5 George John Meyers: DEATH December 30, i 59 
& $. SEX 6. COLOR OR RACE |7- MARRIED [AP NEVER MARRIED [-] |8. DATE OF BIRTH 9. featias IF UNDER 1 YEAR| IF UNDER 24 HRS. 
fost bisthdoy) Months} Ds H. Min. 
Male White |wioown pworceo] | June lh, 1880 gigi ape a | ee 2 
100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote of foreign country) 112. CITIZEN OF WHAT COUNTRY? 
during most of working tife, even if retired) 
Night Watchman Maryland U.S.A. 


13. FATHER'S NAME 


Oro GEORGE 


xq 


ra 


14, MOTHER'S MAIDEN NAME 
MEYERS 


1§. WAS DECEASED EVER IN U. S. ARMED FORCES? 


(Yes. 90. or unknown) | (If yes, give wor or dotes oF service) 


No 


16. SOCIAL SECURITY NO. 


INFORMANT MA R ss 


Springfield Hospital Records 


Address 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c)-] 


INTERVAL BETWEEN 
ONSET AND DEATH 


Then please remave carban papers. 


Hour o. m. 
p.m. 


aie an__. "Da cagour IO 4 19 


> 
3 
= 
z 
= 
— 
mt 
= 
a 
4 
5 
8 
ZU 
2 
o 
s 
3 
ore 
3 
z 
a 
2 
ae 
a] 
2 
£ 
7 
ry 
5 
> 
F 
H 
2 
e 
§ 
8 
3 
rs 
8 
2 
2 
3 
8 
3 
8 
2 
s 
b= 
£< 
2a 
=O 


TENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs 


ACTUAL 
SIGNATUR 


While 
lot work [7] 


arsed hel (rex. 


ele, foctory, street, office bidg., =o) 


‘ot work 


an |. DEATH NEDIATE Cause (o. LOYombophlebitis, left leg Days 

Yoo. / DUE TO 
s Conditions, if ony, which » Gangrene of left foot Months 
E gove rise to immediote 
& couse (o}, stoting the under. ( DUE TO E i ¥, | 
= lying couse lost. (Generalized arteriosclerosis & diabetes mellitus Years 
5 a Rrd Il. OTHER oe wit hh care: CONTRIBUTING, TO DEATH BUT NOT RELATED ‘arber: RMINA\ DISEASE Ci sath IN PART }Ho}/19. WAS AUTOPSY 
= » 2] c B'S assoc.with circedist. With cereb o3W. cerebra osclerosis wi PERFORMED? 
2 S on ves) NO Gt 
a = 20a, ACCIDENT WAS_UNDERLYING [1 20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Port | or Port II of item 18.} 

a | OR CONTRIBUTING [) CAUSE OF DEATH 

a ted {IF EITHER, NOTIFY MEDICAL EXAMINER} 
6 3h 20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (Stote} 
5 


to_December 30 1959. that | last saw the deceased 


i, fram the causes and an the date stated abave. 
ADDRESS (Street, city of town, shat DATE SIGNED 


5 Oke and that death cecheedia at. 


MD. 


~ 


ee 
o 
BY 
3 
% 
= 
3 
iy 
% 
o 
Py 
D> 
i} 
a 


22d. LOCATION {City, town, or county} {Stote} 


T[{26'DONWELL ST: BALTO.Mp 


25 PHYSICIAN’ 

Ze NAME (yee) (/Agustin Gti’, M.D 

8 a ‘220. BURIAL, CREMATION, yi DATE THEREOF ‘Zc, NAME OF CEMETERY OR CREMATORY 
9>5 REMOVAL (Specify) 

zee /- 2 -60 MT CARME! 
eae 23. er BS ier Ere ADRESS 

VS A15 (4) f <> 

15M 9758 Ce] Lor Ms £ALar 


F rh2He. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
pave ev nurs 60 Cea ie 


ip joate JAN S 


ow 


, MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 12574 
fei CERTIFICATE OF DEATH 


Conditions, if ony, which (b) Al Set. eV, hutt-adb 


gove rise to immediate 


couse (0), stating the under. ( DUE TO 
ding couse lost. «© 
Parr II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)|19. WAS AUTOPSY 
Ly oT PERFORMED?, 
Hee IETS OOD sie 


200. ACCIDENT WAS UNDERLYING [1V | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Part I of item 18.) 
OR CONTRIBUTING L] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, 1 20F. (City oF tawn) (County) (State) 
Hear. ili White Not wiles factory, street, office bldg., a) 
pm. 19 Jat work [7] at wark 


21. | certify that | attended the deceased aie Z.__... 19.9-Z. that | last saw the deceased 
olive on__/ A=. Zz cwcent NEE <;-. ond that death accurred ot! ZL AE trom the causes and on the date stated abave. 


MEDICAL CERTIFICATION 


< ae Reg. Dist. No. 
gs 
% 33 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If insitution: Residence before odmission) 
é £2 a. An RRol kh MARYLAND 9. Ae VLAWD b. COUNTY CARRELL 
= Bs B. CITY OR TOWN [If outside carporote limits, write], LENGTH OF STAYIN TB [fc CITY OR TOWN (IF outide corporate limits, write RURAL ond give nearest town] 
Bs RURAL and give neares! town) P Hee st ee 
* 32 K 21 WEST/IIIVSTEX 
ce es d. NAME OF HOSPITAL (If nal in hospital, give street addrems) d. STREET ADDRESS 1S RESIDENCE 
io 4 ‘OR INSTITUTION 4 i we i ON A FARM? 
a es LW IVF; AV =. PENN #- AVE yes (] no E}- 
2 6 3. NAME OF Middle tost 4. DATE Manth Doy Yeor 
S25 ype er prey BERT /E PIA  SILLLER cam DEE ae v.37 
2g 5, SEX © COLOR OR RACE |7. maeRieD [] NEVER MARRIED [7 |. DATE OF OIRTH 9. AGE (in eon [FUNDER I YEANTIF UNDER 24 HES. 
M iy Min. 
4 3 z W/ wibowen E}— _divorceo | J) jy 14-1 SSS 7 va i 
2 Fs. ¥Os. USUAL OCCUPATION (Give kind of work done] 10. KIND OF BUSINESS OK INDUSTRY1I, BIRTHPLACE (State or foreign county) 12. CITIZEN OF WHAT COUNTRY? 
8 as during mont of working lite ‘even if retired) . ; Wea fp 
$ zee VOUS E WIFE g LL ARYLAN DP UST 
e O85 13, oe 'S NAME 14, MOTHER'S MAIDEN NAME 
A 3 < 
o 6 17 / pP ; > 
8 Sex4 SAM v EATS. WIEN PA LE PRIVES 
= £33 15, WAS casieea = SUARMED FORCES? [16, SOCIAL ie NO]. TNFORMANT ‘Address 
+ & (Yes, no, oF unknown), OF yes, give wor or dates of service) cae o7 = } “4 Th i r = ft z 
u = /¥ 0 ONE A LIONEL VY f- S FZIY SIE 
iz $ 
3 & 18. bere ve] ees << far (0), (b}, and sag . INTERVAL BETWEEN 
2 5 ey IMMEDIATE CAUSE (o] ontZasT EA-AT £ & Zr ee 
ees hc. DUE TO 
2 
$ 
3 
ov 
id 
z 
= 
° 
£ 
= 
= 
< 
Vv 
a 
‘4 
x 
a 
9 
2 
t=) 
z 


the haspita! ar attending physician. 
‘OR: After this certificote has been signed by the attending physician and completely filled in b 


poge 3 shauld be detached for use as the burial-transit permit. 


the registror priar ta burial, cremation, or remaval, and in any event within 7; 


E ° ADDRESS (Street, city or town, stote) DATE SIGNED. 
< ACTUAL ot Zt 
< SIGNATURE_.-% bf ee ee 
Ora (ety ; 
222 pericans/ Thm FS {Vf ARS KE ; 

< re ne 8 ES, alae ee i . 
Sse To. BURIAL, CREMATION. | Wb. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) tote 
ey as iD pest a5. 
zoe [4-5 thiw BRAN WE _UNETER fur A Y] f) 
ee oy EA iG K L / VESTS? E UBL _ £71 
5 Fe 23. FUNeAL RCT Ure ADDRESS 2ho. REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 


cate DEG 2999 Cttua f, 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 on 575 5 
CERTIFICATE OF DEATH 


Reg. Dist. No. 


Conditians, if ony, which (by 
gove rise ta immediote | 


cause (0), stoting the under. ( DUE TO 


lying couse lost. al 


‘ansit permit. 


~ oe 
® 33 ; PLACE OF DEATH a USUAL RESIDENCE {Where deceased lived. If institution: Residence before odmission) 
$ °. 3. 

£ 53 Carroll. MARYLAND Maryland °° Baito,city 

<2. g b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN Ib c. CITYOR TOWN (If autside corporote limits, write RURAL and give nearest tawn) 

$ 22 wBvke kesvs fie”” 1 year Baltimore 30 B8val 

2 $2 e = a] 

S d. NAME OF HOSPITAL os not in hospital, give street oddress) ane STREET ADDRESS e. IS RESIDENCE 
— OR INSTITUTION Pi ON A FARM? 
ree) Springfield State Hogpital |. ~ 1515 Henry St. ves L] No 
£5 . NAME OF First E : WIEFE FE Last 4, DATE Month Do Yeor 
Ue DECEASED : OF y 
2% (Type or print) Nellie Virginia Mundie DEATH December 15, 9 59 
> 5. SEX 6. COLOR OR RACE |7. maRRiED [] NEVER MARRIED [] | 8 DATE OF BIRTH 9. AGE (In years |IF UNDER 1 YEAR|IF UNDER 24 HRS. 
o 8 last burthdoy} |Manths] Days | Hours] Min 
ate Female White wioowen (XX —ovorceot] | August 1), 1881 78 yrs. 
ee 10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHATCOUNTRY? 
88 during most af working life, even if retired) 
ae Seamstress “ Maryland U.S.A. 

2 2 Ais. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 

S65 ! 

By Webster Wolff Anna Strime 

zo 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 

a& {Yes, 90, of unknown) | {IF yes, giva war or dates of service) 

te No - - Springfield Hospital Records 

He 

= 3 18. CAUSE OF DEATH [Enter only one cause per line far (a), (b}. ond (c}-] (NTERVAL ; BETWEEN 

aie: PART |. DEATH WAS Attain i.__ Arteriosclerotic cardiovascular disease ears: 
5 } 

££ 4. LAF DUE TO 

= 

a 

uv 

2 

2 

© 

3 

a 

3 

2 

2 

8 


ENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs 


a ; 3 
ecTOR: After 


iE. 

5 

ie a Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1{a}| 19. ap oanieea 

= Bil Diabete Mellitys. C.B.S.assoc.with cerebral arteriosclerosis with Ys) Now 
2) a on 

2 = | 200. AC ENT WAS UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Port Il of item 18.) 

3 | OR CONTRIBUTING [] CAUSE OF DEATH 

e U | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

3 Z —— ee 

i) & }20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 20p. PLACE OF INJURY (Home, form, 1 20. (City or town} (County) (Stote) 

5 3 Hour a.m. ii tet factory, street, otce bldg., Bot ul 

3 = p.m. u 

a 

3 

8 

a 

° 

2 


we Cemoer [ba =) 05 8 Py, fram the causes cy an the date stated above, 
ADDRESS (Street, city or tawn, state} DATE SIGNED 


mo, Springfield State Hospital 12/16/59 


be detached far use as the bur 
the registrar priar to burial, cremation, ar removal, and in any event within 72 haurs after death. 


ACTUAL - 
SIGNATUR 


Orae / 

ese PHYSICIAN'S re 

Regs NAME (Type)__Ellis S, Margolin, /i,D, __Sykesville, Maryland 
Fe ie QF CEMETERY OR CREMATORY 22d. LOCATION (City, 9 county) State) 
2328 / p3ala- 

° € ° a i 

- F& 


< 


SANS (4) 
15M 9/58 


Op it REC'D a as 2A. REGISTRARS SICA TBE 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 aan 
’ CERTIFICATE OF DEATH 13576 


Reg. Dist. No. 


ead 


15. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. 


INFORMANT Address 
Tes, 10, oF unknown) iE UF yes, give wor or dotes of service} 


1B. CAUSE OF DEATH [Enter only one couse per lin 


for Cl. (. god (2). 
IMMEDIATE CAUSE {0} (abral 


PART I. DEATH WAS CAUSED BY: 


é 


f aan 
y / DUE TO : We ispew 
enditianssivansnchich WII uf, Cadss * 


gove rise to immediote 
couse (o}, stating the under- ( OUE TO 
lying couse last. 9. 


hes ce ———— eee 
S a5 1, PLACE OF DEATH 2, USUAL RESIDENCE {Where deceased lived. If institution: Residence befare admission} 
a £8 ce MARYLAND 0. STATE b. COUNTY 
3 Be b. CITY OR TOWN jf ouiide rare limits, weite | ¢, LENGTH OF STAY IN 1b c. CITY OR TOWN f outside corporote limits, write RURAL ond give nearest town) 
3 ‘and give nearest town 
Pom. Sco. . 
eS Middleburg 9 years “ 
a 3 d. NAME OF HOSPITAL (IF not in hospital, give street address) . d. STREET ADDRESS e. IS RESIDENCE 
io v4 OR INSTITUTION ON A FARM? 
> . Y 
= 01 Nose 
aD 3. NAME OF First Middle last 4. DATE Month Day Yeor 
Sa Type or print DEATH c 
ee Mee el Reever 8 19 59 
> 5. SEX 6. COLOR OR RACE |7. maRRied Fy] NEVER MARRIED [] |8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
3 lost birthdoy) | Months Min. 
4 ¢ ene White wiboweD [] DIVORCED [] yrs 
ee TWOo. USUAL OCCUPATION (Give kind of work dane] 10b. KIND OF BUSINESS OR INDUSTRY | IY. BIRTHPLACE (Stote ar foreign country} 12. CITIZEN OF WHAT COUNTRY? 
8 te during most of warking life, even if retired) 
ee Housewife home IL.S.A. 
2 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
5 
y 3 Gordon Rebecca Grimes 
oO 
E 
£ 
3 
5 
3 
a 
5 
A 
= 
i=: 


The law requires that the deoth certificote be executed within 24 haurs 


: After this certificate has been signed by the attending physi 


the registrar prior ta burial, crematian, or removal, and in any event within 72 haurs after death. 


t 
g 
c = 
6.3 
B85 ra Past Il. OTHERSIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)|19. WAS AUTOPSY 
RBs e PERFORMED? 
: e 
fu 5 @ ms yr Ad a ae F Y 
a 80 a Ye aa es [[] NO 
ea = |200. ACCIDENT WAS UNDERLYING [1% | 2 SCRIBE HOW INJURY OCCURRED. (Enter dature of injury in Port | or Port Il of item 18.) 
ea & | OR CONTRIBUTING C1 CAUSE OF DEATH 
ZeEe2 & [UF EITHER, NOTIFY MEDICAL EXAMINER) 
Zsge & |20c. TIME OF INJURY Manth, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (Stote} 
Cable | fay Hour 0, m, While Not while foctory, street, office bldg. etc.) | 
zs? 2 pm. 19 Jat work [] at work 7] p | = os 
Cyt) 3 Wi iz. 2 
ZeE> 21. | certify thax attended the deceased fram/ 1 W9xtath to LE f ,19%Z that | lost saw the deceased 
ocat? 2 
Z2e8 alive an_. c 2 Z 5 re) 7__-, and that death accursed at. /___M, fram the causes and an the date stated abave. 
E <= os Were. eet, city pr town, stote) DATE SIGNED 
> ACTUAL (OO Pa Lb y 
@: 3 SIGNATURE. * DALLA MMAMIT CCEY Ab ae Vb fl = ae aes 
mae / W PCADLE ‘ 
oh tant} PHYSICIAN'S 2 D 
Sexe NAME (Type) as 
E 5 a 
. £g° Tio. SUBIR CREATION ‘Zab. DATE THEREOF ‘Zac. NAME OF CEMETERY OR CREMATORY Td. LOCATION (City, town, or county) (Stote) 
>S & eci 
Be eiet Burial Dec. 1], 1959| Evergreen Cemeter: Gettysburg, Pa 
oro = 
i 23. FUN) RES IR Sere Pe, ADDRESS Qdo. REC'D BY REGISTRAR | 24b. REGISTRARS SIGNATURE 
VS A15 (4) § 7 Z 
Mees C70. Fuss & fon t aneytown, Md. oare DEC 14°59 Crdhua £, Taad 


920.0805 |Mrse Jesse Sauerwein, Littlestown, Pa. R.D.1 


18. CAUSE OF DEATH [Enter only one couse per line for (o}, (b). ond ©.) / INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED 8Y: ( : ONSET AND DEATH 
> IMMEDIATE CAUSE (a! 


1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 : ie) 5 re" 
\ wu 
2 Q CERTIFICATE OF DEATH RepsDIAaN, 
g = 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before admission) 
=8 COUN - Canvey marveano || & SATE Mary land b.county Carroll 
3 g b. foes (lt wt) corporate limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate limits, write RURAL ond give rearest town) 
‘ond give neagast town 5 
E> Ruralis” Neo faney town 44 Yrse Rural, Nr. Taneytown 
wee 
= d. NAME OF HOSPITAL (if,nokig ho: ital uve sre ress) /  d. STREET ADDRESS: ad. ng adres e. 1S RESIDENCE 
" QR, INSTITUTION. L112 fodgess - (oe ON A FARM? 
s. x witetee own, fay Apis Littlestown, Pa, R. Dw. 1 ves €] oO 
: 
° 3. NAME OF First Middle lost 4, DATE Month Doy Year 
- DECEASED é OF 
3 (Type or print) Jesse A. Sauerwein if DEATH December 13 959 
& 5. SEX 6. COLOR OR RACE |7. MARRIED BRT NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR|IF UNDER 24 HRS, 
: last birthdoy) Min. 
é Mgle White wipoweo [] pwvorceo] | 10/31/1897 yrs, : 
g e a Mo. USUAL OCCUPATION {Give kind of work done) 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE {Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
5 during most of working life, even if retired) i 
a 1 Saw Operator Furniture Factory | Frederick Co,, Md, U.SeAe 
2 13, FATHER'S NAME 14. MOTHER'S MAIOEN NAME 
bo John C. Sauerwein Carrie Easterday 
8 1S, WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
5 (fer, 10, oF unknown} (lf yes, give wor or dates of service) 
g 
3 
a 
§ 
= 


‘4 
a 
at 
a) 
= 
3 
EF 
2 
gS 
a 
o 
5 
o 
2 
Ms 
5 
s 
5 
& 
ES 
a3 
os 
2 
= 
a} 
< 
= 
° 
© 
= 
> 
e) 
a 
eed 
3 
s 
ty 
a 
” 
$ 
Pe, 
2 


ENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after death: Page 4 


£ 
‘3 
5 
2 
IN 
< 
£ 
‘ 
= 
5 of ’ DUE TO 
SER Conditions, if any, which (b 
Eo gave rise to immediate 
ge couse (0), stoting the under. UE TO 
Scene lying couse lost. fe 
Beo2 i Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(0)]19. Was AUTOPSY 
ES [el = ‘ 
£538 018 (ahh € cose £2 3 ves) NOd=}—~ 
ie vy 
oo as = 3a, ACCIOENT WAS UNDERLYING E]_[206. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part Vor Port Il of item 18.) 
s = ei et a 
Bees G |(lF EITHER, NOTIFY MEDICAL EXAMINER) aoe 
3 tes & [20c. TIME OF INJURY Month, Day, Yeor [20d. INJURY OCCURRED  [20e. PLACE OF INJURY (Home, farm, | 20f. (City of town) (County) (Stote) 
5.229 6 Hour on. While Not while factory, street, office bldg., etc.) ' ee ss 
Heer 5 = p.m. ss WW jorwor (yar work “[) ——_ 3 
ennane' 7 
e255 21.1 certify that | attended the deceased fram__ joe + 19.87, to. Sharir / 3, 19.7 that | last saw the deceased 
< 22 a 
ee 3 3 alive ani. Reis aa 12.4: Z- and that death accurred at 8310A yy, fram the causes and an the date stated abave. 
E=Os> e 7) ae £y ESS (Streel, city or town, state) DATE SIGNED 
Ae: 3 SIGNATL a Fi eS Be Oe Woe 4 ats 
zeces | lmmscuns org e & TkKSo mess { 
e2se5 NAME [Type] < 
ra se vey Zo. BURIAL, CREMATION, | 22. DATE THEREOF Zac. NAME OF CEMETERY OR CREMATORY 2d, LOCATION (City, town, ar county) (State) 
Qe5-85 REMOVAL (Specify) a : 
oto ee Buria 12/16/59 Mummerts Meeting House Cq@ Near East Berlin, Adams Co,Pae 
al Bla, REC'D BY REGISTRAR | 24b. REGISTRAR'S Py e 
V5 A15 (4) ; DEC 15 '59 Cldhay Meus 
15M 97: A ,; DATE 


1 > MARYLAND STATE DEPARTMENT OF HEALTH— BALTIMORE, 18 iia 
N CERTIFICATE C OF DEATH” Reg. Dist. No. looé 8 


1, PLACE OF DEATH 


COUNTY 2 Tene poe (Where deceased lived. If institution: Residence befare TT 
oO 


b. COUNTY 


eZ 7 
US act! 
a 
cS 38 
od Carroll ere Ma: ‘ 
4 . 3 b. CITY OR TOWN (IF autside corporote limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest tawn) 
ee RURAL ond aaa mat 
* ES Springfield % di 3Vol 
2 ~pringi le ospital : Q vat 
: og d. NAME OF HOSPITAL (If not in haspitol, give street oddress) d. STREET ADDRESS as RESIDENCE 
ai ‘ OR INSTITUTION ON A FARM’ 
oat -¢ prinefield State Hosnits 3923 Enyehtexsevest Fait Ave ves C1 NOS! 
2 5 3. NAME OF First Middle Lost 4. DATE Manth Doy Year 
= - 4 
ee (Type or print) John areas Schmitt DEATH December 17, 19 59 
£ 8 S. SEX 6. COLOR OR RACE | 7. MARRIED SE) Wye MARRII B. DATE OF BIRTH 9. AGE {In years |IF UNDER 1 YEAR| iF UNDER 24 HRS. 
3 2 dosed Cita last bithdoy) [Manths] Doys | Hours 
Gey ents Male White |wioowen F] o - 18, 1893 66 
Bl ciate 10e. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUS#RE [417 BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
oe 8 Ee during mast af warking life, even if retired) 
$2 hop Supervisor, B.T.G. Transit Co. UsSehe 
3 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
2 
cee _Frederick Schmitt Catherine semmxet Schmidt 
= 2 15, WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | INFORMANT Address 
5 6 5 (Yes, no. oF unknown) (IF yes, give war or dates of service! 
& gtx No | - _213-10-0097A| Springfield Hospital Records 
3 g 2 18. CAUSE OF DEATH [Enter only ane cause per line for (a), (b), ond (c)-] INTERVAL BETWEEN 
a PART eam was caussDet.,  Bronchopneumonta “Days 
£ oe SE 7 2 
5 = 3 “ ‘ DUE TO | 
ae ce MCE oa og a, o__Arteriosclerotic heart disease Years 
3 
£ Eke couse (0), stoling the onder ¢ PE TO 
Perse vit .caucebiastt 9 Generalized arteriosclerosis Years: 
252% lyig.cousedase: 
3 4 3 5 od ra Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}/19. WAS AUTOPSY 
arta | Involutional psychotic reaction, vs NOC] 
2c? g 
= a4 43 5 = | 200. ACCIDENT WAS UNDERLYING (]_ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
oye Bibare & [fi citer NOE MEDICAL ERAMGRER) 
pee iy a 
g a 6s &S [20c. TIME OF INJURY Manth, Day. Year | 20d, INJURY OCCURRED ‘We. PLACE OF INJURY (Home, farm, 120. (City or town) (County) (State) 
=o3es ray Hour a.m. While Not while factary, street, office bldg., etc.) 
Ese r5 2 p.m, 19 Jot work [] ot work { 
OF5e5 ; 
z zs 2g 21. | certify that 1 attended the deceased fram_7/15/55 ——s , 19.59, to Dec. 17, ——s , 19.59 that | last saw the deceased 
or<ee . 
Zeg es alive on December 17, ___, 1959 __, ond that death accurred o&.Q$40AM, fram the causes and an the date stated abave. 
e- OG ADDRESS (Street, city ar tawn, stote) DATE SIGNED 
” en Py oe a é 
ACTUAL 
-@E:: rece Ieee pat hil bf o. Springfield State Hospital __12/17/59_ 
Oegra f 
Eis / ; 
£eg28 NAME (tyes AGuStin delCampo, MU. __ Sykesville, Me his Re i 
= & 
3 s Zz i 2 a. senor Ces ‘22b. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY ‘22d. LOCATION (City, town, or county) (State) 
x D 
ofott rial 12/2] 9 Holy Redeeme am Ba more Md 
= 4 Fi, igen DIRECTOR'S SIGNATURE » ADDRESS: ‘24a. REC'D BY REGISTRAR 24b, REGISTRAR'S SIGNATURE 
VS A15 (4) \ { y) n 
ISM 9/58 pamuiaspt TLinlU es [YY 3331 _ Brehms Lane rea 2459 Crbboug £ Prin 


1360 CERTIFICATE OF DEATH 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


13579 


Reg. Dist. No. 


~ 
D . 1, acer pearl x Sees oeNce {Where deceased lived. If institution: Residence before admission) 
ty 2 °. °. b. COUNTY . 
fy ie Carroll rises Maryland Balto, City 
4 #3 b. CITY OR TOWN {If outside corporote limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN {If outside corporote limits, write RURAL ond give nearest town) 
8 RURAL ond give neorest town) x ‘ 
oe Sykesville 2 mos.1 day || Baltimore Vol. ¥ 
2 ‘d. NAME OF HOSPITAL (IF not in hospitol, give street oddress) d, STREET ADDRESS e. IS RESIDENCE 
“ ¢ y) t OR INSTITUTION ON A FARM? 
= Springfield State Hospital 1223 N, Calvert St, yes [] No 
8 3. Ns First Middle Lost 4 Dare Month Day Yeor 
3 {Type or print) ANNA TOWN SEND SCHROEDER DEATH December 9 1959 
: 5. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [] |8- DATE OF BIRTH 9. (Sas IF UNDER 1 YEAR| 1F UNDER 24 HRS. 
irthdoy] in. 
Female | White —_|wiooweo pi _ovorcen | 10-27-81 oe ee eee 


th. 


during mest of working life, even if retired) 


None 


MOM 


New York 


100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR sale BIRTHPLACE (Stote or foreign country) 


12. CITIZEN OF WHAT COUNTRY? 


U.S.A. 


13. FATHER'S NAME 


James Ralph Burnette 


14. MOTHER'S MAIDEN NAME 


Helen Dickinson 


1S. WAS DECEASED EVER IN U. S. ARMED | SOCIAL SECURITY NO. INFORMANT 


(Vos, We caknown) {IF yes, give war or dotes of service) 
° | Ua L ft 


Address 


/Records, Springfield State Hospital 


18. CAUSE OF DEATH [Enier only one couse per line for (0), (b), ond (€)-] 
PART I. DEATH WAS CAUSED BY: Bronchopneumonia, bilateral 


INTERVAL BETWEEN 
ONSET oes DEATH 


ays 


Then pleose remave carbon popers. 


IMMEDIATE CAUSE (0) 
4 is A 
“4. 


DUE TO 
Conditions, if ony, which (b) 
gove rise to immediote 


H 


ertensive cardiovascular disease 


Months 


TENDING PHYSICIAN: The low requires that the death certificote be executed within 24 hours 


1s 


* 


ACTUAL 
SIGNATUT 


/ PHYSICIAN'S 


DATE SIGNED 


couse {o), stoting the under: ( CUETO 
é lying couse lost. (c) 
g a Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT EEATED TO THE TERMINAL DISEASE couainon GIVEN IN PAI re) 19. WAS AUTOPSY 
= oO |z| Chr ig . brain gyndrome associated with cerebral arteriosclerosis, wi ee 
= S|_psychnotic reaction —es[} No 
S = |'200. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 or Port Il of item 1B.) 
= & | OR CONTRIBUTING L] CAUSE OF DEATH 
= & |(IF EITHER, NOTIFY MEDICAL EXAMINER) 
3 & ]20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) {County) (Stote) 
S a Hour o. m. Wi INofiwhile foctory, street, office bidg., etc.) | 
3 = p.m. 19 fot work [] ot work [] ' 
3 
3 
2 
© 
zs 
> 


Springfield State Hospital ____ 12=9-59 


poge 3 should be detached far use os the buriol-tronsit permit. 


TO FUNERAL DIRECTOR: After this certificote hos been signed by the attending physicion ond completely filled in by Khe funerol director, 
the registror prior ta burial, cremotion, or removol, ond in ony event within 72 haurs 


3 
25 

ee NAME (Type) aw Sykesville, Marylaed ss 
a3 To. BURIAL, CREMATION, | 22b. DATE THEREOF 2c, NAME OF CEMETERY Rt (City, town, or county) {Stote) 

o>} REMOVAL (Specify) || fay P 4 - Che q » town, ae 

oe peed | 12-1? <7 \ Grape hegge wien CO, td 
23, FUNERAL D LR CTOR'S SIGNATURE, t f IDRESS e a da, REC'D BY REGISTRAR)”| 24b, REGISTRAR'S SIGNATURE 

15M 9758. COME VA cpr Lpleedel, pate DEC 14 '59 Cathun £ Hae 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 Or S 0 
4260 CERTIFICATE OF DEATH ae leo 


“ SOT ae 2. SOURS REaleEiNCe: (Where deceosed lived. If institution: Residence before admission) 
Carroll Maryland b cou” Garrel’a 
b. CITY OR TOWN (If outside corporote limits, write |<. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
@ 


‘ond give neorest town) 
rural Westminster life rural Wessuinster 


d. NAME OF HOSPITAL (If not in hospitol, give street oddress) | d. STREET ADDRESS e. IS RESIDENCE 


a ieee 5 Warfieldsburg Re Warfieldsburg ves o NO CBE 
3. NAME OF First Middle 4. DATE Month Day Yeor 


Lost 
ype or print Marie Edith Shaffer berm December 2 195) 
$. SEX 6. COLOR OR RACE |7. MARRIED MK] NEVER MARRIED [[] | 8. DATE OF eIRTH 9. AGE (In yeors IF UNDER 24 HRS. 
Fenale White |winowed ovorceo ] [August 9, 1920 | a ES es 


10a, USUAL OCCUPATION (Give kind of work done} 106. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
Br most of working life, even if retired) 


puse wife Own home Carroll County, Md. 


13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


Raymond C. Hilterbrick Edith B. Diehl 


15, WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
{Yes no, oF unknown) IF yes, give wor or dates of service) 


no = e@e = --- - = Russel E Sha mings al 
18. CAUSE OF DEATH [Enter only one couse per line for (0), (6). o f\e11 fs \\ INTERVAL BETWEE 


« 
ONSET AND DfA' 
PART 1, DEATH WAS CAUSED BY: { p } 
IMMEDIATE CAUSE (0) Py DAAwd OA ALE AP t- 


. DUE TO gp ee 
Conditions, if ony, which . O 
gove rise to immediote ke Og 
catite (0}, stoting the under. ( OVE TO 
lying couse lost. (©) 
os 

Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)] 19. WASIAUTORSY, 
yes} No 


al 


funeral directar, 


wuld be re 


2 p 


Pages 1 and 


+ death. 


fe 


\ 


Then please remove carban papers. 


that the death certificate be executed within 24 haurs after death. Page 4 


fires 


20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part 1 or Port Il of item 1B.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


SOT eTTTTTrar eer Seem reer 
20c, TIME OF INJURY Month, Oay, Year | 20d. INJURY OCCURRED ‘20e. PLACE OF INJURY (Home, form, 1 20f. (City or town) (County) {Stote) 


Hour o. m. While Not while foctory, street, office bldg., etc.) ! 
p.m. jot work [J ot work 


21. | certify that | attended the deceased from&) 25, Nee Lf LF, 19° that | last saw the deceased 
alive on, ADE OY Ve 8, that death occurred a , from the causes arld on the date stated above. 
s 


‘ DDRESS (Street, city or town, stote) DAJE SIGNED 


cate has been signed by the attending physician and completely filled in b; 


nding physician. 


MEDICAL CERTIFICATION 


ENDING PHYSICIAN: The law requ 


TT 


Kamien _Ee Reese Wilkens, M. 15 Kemper Ave. Westminster, ¥ 


Ro. BORA CERRO: 2b. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City. town, or county) {Stote) 
peci 
iis 12628-59 Evergreen Memorial Finksburg, Maryland 
23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS ‘2da. REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 


John R. Byers Westminster, Maryland |osDEC 28 '59 


oH 
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3 
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a 
g 
43 
at 
3 
= 
5 
S 
o 
> 
= 
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S 
5 
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3 
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= 
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:3 
5 
6 
5 
‘Oo 
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page 3 shauld be detached far use as the burial-transit permit. 


ra 


a. 
bes 


death. Page 4 


fe funeral director, 


¢ 


Poges 1 and 2 shauld be 


Then please remave corban papers. 


|, cremation, ar remaval, and in any event within 72 hours ofter death. 


the haspital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and campletely filled in by 


TENDING PHYSICIAN: The law requires thot the death certificate be executed within 24 haurs 


poge 3 should be detached far use as the burial-transit permit. 


3 
2 
=~ a 
“Se: 
is 
Seazs 
Seges 
Babs 
Lee bs 
io) Figtc= 
2 
VS A15 (4) 
15M 9/58 


filed wit! 
fo oy 


\ 


f 


fa) 


wanes ce 


E DEPARTMENT, OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH 


3584 
Reg. Dist. No. 


1, PLACE OF DEATH 
o. COUNTY 


Carroll, Cos Sue 


a. 
2 


b. CITY OR TOWN (lf autside carparote limits, write | ¢, LENGTH OF STAY IN 1b 


RURAL ond give nearest town) 


2. USUAL RESIDENCE (Where deceased lived. If institution: Residence befare admission) 
STATE b. COUT 4 
Carrol 


c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest tawn) 


ykesville Imo. 244! % Leds b/ Finksburg 
‘d. NAME OF HOSPITAL (If nat in hospital, give street address) (/d. STREET ADDRESS . , 15 RESIDENCE 
OR INSTITUTION * . Li “ ON A FARM? 
Springfield State Hospital Gamber Road ves] NOM 
3. Nerd ae : First Middle Lost 4 DATE p Manth Doy Year 
SOT, a) Virgie Irene Smith DEATH Dee. y 19 
5, SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED 8. DATE OF BIRTH 9%. teat yeors [IF UNDER 1 YEAR| IF UNDER 2d HRs. 
* it the i 
Female Ek Wisco al vente oat Sept. 17 1901 lo ae Manths| Doys | Hours] Min. 
100, Pa TEAS mee kind 7 en 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
uring mest of working lifg even if relie 
‘Housewor Maryland US.A 
13, .THER'S NAME 14. MO’ R'S MAIDEN) NAME 
rence V,. Wetzel Hantle Hooper 
Address 


WAS DECEASED EVER IN U. S. ARMED fale SOCIAL SECURITY NO. 


a | (IF yes, give wor or dates of service) 213-18-747 


f INFORMANT 


lp 


18. CAUSE OF DEATH [Enter anly ane couse per line far (a), (b), and (¢)-] 
PART |. DEATH WAS CAUSED BY: 


IMMEDIATE CAUSE (0) Pulmonary_edema 


INTERVAL BETWEEN 
ONSET AND DEATH 


cayse (a), stoting the under- 
lying cause lost. 


(c). 


Ail x DUE TO 
Conditions, if any, which (by Hezrt Fatlure 
gave rise to immediate 

DUE TO 


hron Brain ome asso sal 
20a, ACCIDENT WAS UNDERLYING C1] 

OR CONTRIBUTING LI CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


Pari I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{a) 


19. WAS AUTOPSY 
PERFORMED? 


yes] not] 


ea on 
Ob. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | or Port Il af item 1B.) 


20c. TIME OF INJURY Month, 
Hour 0. m. 
Pm. 


Day, Yeor | 20d. INJURY OCCURRED 


While Not while 
19 ot work [] at wark 


MEDICAL CERTIFICATION 


alive on_ 


-Dec_27. 


* 


Alot abtir Zé: 


ACTUAL 
SIGNATU] 


Ls 


PHYSICIAN'S 
NAME (Type) 47C5 £4 


the etel C mpo 


20e. PLACE OF INJURY (Home, form, | 20f. (City ar town) 
factory, street, affice bidg., etc.) ! 


M.D. 


(County) (Stote) 


21. | certify that | attended the deceased from___Dees 4,59. 19.59, to. Deo, -27----.. 19. G9that | last saw the deceased 


= 12__59_, and that death accurred at__9s 20 Piffram the causes and an the date stated abave. 
ADDRESS (Street, city ar tawn, state) 


DATE SIGNED 


‘220. BURIAL, CREMAT! 22b. DATE THEREOF 


22c. NAME OF CEMETERY OR CREMATORY 


Finksburg 


Zid. LOCATION (City, town, or caunty) 


(Stote) 


Md. 


Berra” | Dec.31,1959|_ Finksburg Ce 
23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS. 
J.F.Eline & Sons Reisterstown, 


da. REC'D BY REGISTRAR 


Ma. DATEDEG 3 0 '59 


‘2db. REGISTRAR'S SIGNATURE 


Chakbot L Minssit 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
M DICAL EXAMINER’S CERTIFICATE OF DEATH a 1e5 


Reg. 


2. USUAL RESIDENCE (Where deceased {ived. If inslitution: Regidence before admission) 
0. STATE 1 1. b. COUNTY Cpr i 


¢. CITY OR TOWN (If aulside corporate limits, write RURAL ond give neores! fawn) 


hi MARYLAND 
b, CITY OR TOWN [iF outside corporate limits, write MURAL ¢. LENGTH OF STAY IN 1b 


‘ond give nearer! sown) 


TO FUNERAL DIRECTOR: Poge 3 shauid be used as a burial-tronsit permit. 


INTERVAL BEI WEEN 
ONSET AND DEATH 


18. CAUSE OF OEATH [Enter only one couse per line far (a), (b). and (c). 


PART 1. DEATH WAS CAUSED BY: f 
: IMMEDIATE CAUSE (a) cul file 


el 


= 

3 

x 

533% Ac a | +t Nea x Mt. Airy oe 
oe: d, NAME OF HOSPITAL INSTITUTION (Hf not in hospital, give street oddress) |. STREET ADDRESS ©. Ge eae 

4 ; ; 
ope. OX Pi. se z yes] Noge] 
soe = = ——— — ee = = SS 
£598 3. NAME OF First i ¥ 
Es g& OeceAstO, C inst lost ‘g Month Day eor 

4 1} 
2523 Lives ort ALY ip) penne e | mm  f2 SSF 
oe 5 5. SEX 6. COLOR OR RACE |7. MARRIED [[] NEVER MARRIED re. DATE OF BIRTH 9% ia so IF UNDER IYEAR| IF UNDER 24 HPS. 
oped jon bic m7 
3 2% 5 male negro |wioow[] _ oworceo 7-11-1959 _ yrs. By Calf a 
Sa eS <= 10a. USUAL OCCUPATION (Give kind of wark dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote ar foreign country) ~~ fia, CITIZEN OF WHAT COUNTRY? 
125 = during most of working life, even if retired) 

sels n - Maryland _ A U.Se ; 
3g 3 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
e=2 Elmer Spencer Margaret Myers 
g Es f, WAS DECEASED EVER WN U. S. ARMED FORCES? J16. SOCIAL SECURITY NO. |17. INFORMANT Address as 
2 8t no, oF enkows) {t yer. give wor 01 dates ol cervic 
ee no | none Elmer Spencer, same 
¥, 2 ee So =~ = 
€ 
© 
= 


= fe oh OUETO 
Cenditions. if ony, which b) 
Gove rise fo immediate couse 7 — —— = 
{0}, stating the underlying( OVE TO 
cause bost. 1 {o). Le 4 4 


PART I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL D DISEASE. CONDITION G GIVEN IN PART I(a}]19. WAS ‘AuTorsy 
PERFORMEO? 


ys] Nowy 


200. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port or Port IN af item 18.) 
PRIMARY [J or ore sae} 

CAUSE OF DEATH. 

20c, TIME OF INJURY 


Hour a. m. 


Month, Day, Year 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm, 1204. (City or town) {County} i? (Slote) 
While Not while factory, street, office bidg., etc.) { 


(ot work 


, writing the word “pending™ in pencil 
ded to the Chief Medical Examiner’s Office along 
MEDICAL CERTIFICATION 


‘AL EXAMINER: This certificate should be executed within 24 hours after death. If any deloy is ni 


ico 


CHIEF MEDICAL EXAMINER [_} 


or its designated agent, prior ta burial, cremation, or removal, and in any event 


Ww 5 aM =e. oa 
Zee et ASSISTANT MEDICAL EXAMINER [7] V6 pues SF 
£2 
EOR | Am Es a ie $7 DEPUTY MEDICAL EXAMINER 4. eat ee AL 
$328 Ro. Waste . DATE THEREOF Tic. NAME OF CEMETERY OR CREMATORY Tid. LOCATION {Cily, town, oF counly) (State) * 
are ify 
oon JR 2-6-1959 Simpsons Chapel Howard Co.,Md. 
= 


‘24h, REGISTRARS SIGNATURE 


Oath £ Fossa 


23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS te REC'D BY REGISTRAR 


C. M. Waltz, Winfield, Md, ware DEC 7 '59 
VV UV XV Swe 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


“ 


1260 CERTIFICATE OF DEATH eee 
1, PLAGE Te 2, USUAL RESIDENCE (Where deceosed lived. If insitutions Residence before admission) 
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wets ACTUAL Bi 
=e: 3 Acuiat getty mip, CHIEP MEDICAL EXAMINER [] 
le tang é¢ "ASSISTANT MEDICAL EXAMINER + 
Zesem N 37% 
Boze se AMES ie : RS j DEPUTY MEDICAL ee. 
oo —— = = 
Pees s Tio. BURIAL, CREMATION. 22b. DATE THEREOF “3 oi) OF “Qa OR 2d. LOCATION (Cily, town, oF county) 
oO fs OVAL (Speaify) y B 
0 ® 708 pspstons Z- 30-5, OLL 
ri 23, FUNEBAL D = Sar * Ze. do. REC'D BY REGISTRAR | 24b. soar gees 
VS. ALSME Sled oa, Guo 1 
5M 2/57 ZS, 7, Ah Sie <] oa EC 3.0 59 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 “pay 
13608 CERTIFICATE OF DEATH fre 89 


1. PLACE OF DEATH * a. Eel BENS (Where Oo lived. If institutian: Residence before eamision) 


a. COUNTY = S a. STATI b. COUNTY 
MARYLAND: 
mga Poe Ct bi pez 


ae ae oT, / 
Conditions, if any, which 5s rot Z 


ires 


gave rise to immediote z 
cotse (0}, stating the under. ( OVE TO . ye 
lying couse last. (. 


~ 
Pa 
& 
2 
Ss 2 \ ¢ LENGTH OF STAY IN Yb. |]. ¢- CITY. OR TOWN {If agfide corparotelimils, write RURAL ond give nearest 1o¥n) 
2 = Z, 
& iz Fr. has AP 
S is b£ G2 Lar Libeditetalie, 
<2 a d. NAME OF HOSPITAL | (IF not in ipso give street address) jd. STREET ABDRESS + e. IS RESIDENCE 
o laeee 5 Zz Litad bili hog ead 
em Z Yes oO 
go ay > Z AECAL< 
°° cc 
2 £6 3. NAME OF First Middle lost 4. DATE Month Year 
<= Ue DECEASED | WG VAL, > OF 
Nal {Type oF print = hth GLAAL, iS WALT Z| em OFC 2 7 19S 
aes 6. COLOR OR RACE [7. MARRIED E-]-NEVER MARRIED [] = TE OF BIRTH 9 AGE tin years ta UNGER TYEAR]IF UNDER 24485. 
£3 " lonths Min. 
Samet WIDOWED DIVORCED GSE 2 yts. fs 
41) ae’ A Za (24 ta! 
2 8. A. USYAL OCCUPATION (Give ind of workdone] 10b. KIND OF BUSINESS OR INDUStRY [11. ahs (Stbte ar foreign aaa 12. CITIZEN OF WHAT COUNTRY? 
8 8 g 3 1g Most of working life, even if retired) 74 7 
5 pes 3 , beatin FE VLE 4 ads 
: ; : Be Yee : 

§s 
© 68 Y 
8 89 ’ hd) KR YUL CLA Mee BD 
© BS 16 SECURITY NO. |17. INFORMANT in Address <FIAT 

£ yy 

& gee — Vet L: LLM GIA, p NOM diy 
oie 18. CAUSE OF DEATH [Enter only one couse per line for £0}, (b). ond ()- INTERVAL BETWEEN 
Se ae ONSET AND DEATH 
0 ¢a PART I. DEATH WAS CAUSED BY: Q p 
2 &¢§ IMMEDIATE CAUSE (0) AAD A het tater 
= 7S p 
£5 

z 

2 

= 

© 

$ 

3 

ry 

5 

2 

i 


, ar remaval, and in any event withi 


i 

3 & 

a crece 

zg © é Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. WAS AUTOPSY 
BRas iS ‘ Ri 
2as8 6 yes [] No} 
Reo 2 = | 20a. ACCIDENT WAS UNDERLYING ()__[20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of item 1B.) 

335 & {OR CONTRIBUTING L] CAUSE OF DEAT! 

eo & | tir enter NOTIFY MEDICAL EXAMINER) 

S52 = 2 

Z 3566 & [20c. TIME OF INJURY Month, Day, Year [20d. INJURY OCCURRED — [20e. PLACE OF INJURY (Home, farm, 1 20f. {City or town) (County} (Stote} 
+5. es a Hour a.m. While Not ier factory, street, office bidg., si 

= 3 2°§ = p.m. lot work [[] at work 

Oe oe c 

or ae ee 21. 1 certi at | attended the deceased fram CA¢é+ on ne 7, to Meee = 27 ., \9 87. ,that | last saw the deceased 
‘E2535 

2 = fi 
Be eee alive an a > wiF Sig fat dann occurred at 7.'6.5 APM, fam the causes and on the date stated above. 
E20 G5 WHA Pe OS y, RESS (Street, city or sown, stote) DATE SIGNED 
a ACTUAL s 

“&: 5 SIGNATUR WE bees, i. Lee fe TA Duct 

O faze | 

qaeacs PHYSICIAN'S 

we iese NAME | ere i. ee ee ee ee ee ee 

= & ae 
BSED [Z20. BURIAL, CREMA BURIAL, CREMATION, [ 226. DATE THEREOF ‘2c. NAME OF CEMETERY OR ey |. LQCATION (City, town, or county) (Stote) 
LSBs ome | LD S008 WELL ius g ; 

ofo ke ALA LAG L- i42 LPL D2 A tHidoTA VeELs -24.' 

- s ry RAL DIRECTORS SIGNATURE Me, 24a. PEC'D BY REGISTRAR | 24b. REGISTRARS SIGNATURE — 
i, oareDEC 3 0°59 Onthun £. Henn 


1 a, MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


Ayes th Edward Wantz 
5. SEX ant OR RACE | 7. MARRIED [7] NEVER MARRIED ["} | 8. DATE OF BIRTH 
Male WIDOWED f] DivoRCcED [] 6, 1885 


10a. USUAL OCCUPATION (Give kind of work done|10b, KIND OF BUSINESS OR INDUSTRY 
during most of working life, even if retired) 


DEATH ~December 2 19 59 
9. AGE {In years AF UNDER 1 YEAR] IF UNDER 24 HRS. 
lost birthdoy) [Months 


ees 


11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


U.sS.As 


thin 24 haurs, 


f oF 
rt ) 
Wi 1361 CERTIFICATE OF DEATH PE sig | 
eee g. Dist. No. 
& 25 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
ce 3 0. COUNTY Rano o. STATE b. COUNTY 
Dz Carroll Maryland Carroll 
cs oe b. CITY OR TOWN (If outside corporote limits, write c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
3 2 RURAL ond give nearest town) ! 
ee eS 36 yrs. Xx Taneytown, 
2 ‘d, NAME OF HOSPITAL (If not in hospital, give street oddress) 72 STREET ADDRESS: e. IS RESIDENCE 
Leg y OR INSTITUTION ON A FARM? 
~ x 
2 RE, Baltimore Street NESaTetant Od 
iS 3. ale First Middle Lost 4. > Hl Month Day Yeor 
3 
oD 
g 
é 


| 
¢ 
ely filled in by +e funeral d 


Min. 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


yh V. Wantz Mary Ellen Zepp 


1s. WAS DECEASEDEVER IN U. S. ARMED ances? 16. SOCIAL SECURITY NO. INFORMANT Address. 


(Yer, 00, or unknown} (if yes, give war or dates 
| 213-01-3807 | Mr. Ralph 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c).} INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: 


Pt kh 
IMMEDIATE CAUSE (0) On-CetFh Ge a LA. tar 74. tact 4 degleteve | 


Then please remove carban papers. 


the registrar priar to buriol, crematian, ar remaval, and in any event within 72 haurs ai 


The law requires that the death certificate be executed wi 


L201 DUE TO 
Conditions, if ony, which by 
gove rise to immediote 
couse {o), stoting the under- ( DUE TO 
g lying couse lost. {c} 
ay rf Paar Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{o}|19. WAS AUTOPSY 
> ple 
& is yes] no] 
ie} © [20a. ACCIDENT WAS UNDERLYING []__ [20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
S & | OR CONTRIBUTING C] CAUSE OF DEATH 
& | {IF EITHER, NOTIFY MEDICAL EXAMINER) 
& [20c. TIME OF INJURY Month, Doy, Yeor ]20d. INJURY OCCURRED — |20e. PLACE OF INJURY (Home, form, | 20F, (City or town) {County) (Stote) 
5 Hier Mein nite Not while foctory, street, office bldg., ete.) | 
= p.m. 9 Jot work [7] ot work 2 i 


After this certificate has been signed by the attending physician and camplet 


_M, from the couses ond on the date stated obove. 
ADDRESS (Street, city or/fdwn, stote) DATE SIGNED 


7 i 2 
JENATURE. a, U ae - 4 F CELA Dl 
mm St be MD ML 


720. BURIAL, CREMATION, | 22b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 2d. LOCATION (City, town, or ton {Stote) 


REMOVAL (Specify) 
1-2-1960 Baust Cemetery Tyrone, Carroll, Maryland 
23, FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2ho. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 

AIS {4) eu) CUfxices 7? 


SM 9/SB pateDEC 34 '59 zal PA 


TTENDING PHYSICIAN 
the haspital ar attend! 


TOR: 
page 3 should be detached far use as the burial-transit permit. 


4 


* 


TO HOSPITAL 
may be retan\ 
TO FUNERAL DI 


ae 
a 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
Items 1,8 FilmG254 1-4-60 e+ oe 
1361 CERTIFICATE OF DEATH sitar 


ow 


fieecrpin) §W1LM ORE CEDINMIN WHITTINGTEABIm DECEMBER 2) 549 


5. SEX 6. COLOR OR RACE |7. MARRIED [EYNEVER MARRIED [_] | 8. OATE OF BIRTH 18 96 % Gale [iF UNDER | YEAR| IF UNDER 24 HRS. 
. Z lost bitthdey) | aA in 
MALE WHITE Iwioweo O _worceo Oy | aX NEN OLKIYS od. ae Rae oe eS a 


10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 1}. BIRTHPLACE (Stote or foreign country) & V2. CITIZEN OF WHAT COUNTRY? 
aye most Of working life, even if relied} 
U. S. A 2 


iN (2 ARYVLAWID 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 

ILLARD F. WHITTINGTON ANNA WHEELER 
Ue pains eh Alla) ieee ar tea 16, SOCIAL SECURITY NO. |17. Lateran Uh - ats Address. 
eee eb 17 oe ELM MRS: MELE W ,WRITTINGION 


18. CAUSE OF DEATH [Enter only one couse per line for (0}, (b). ond (c).] eS Pie 


INTERVAL 
PART |, DEATH WAS CAUSED BY: ONSET AND. pe 
IMMEDIATE CAUSE (0} 


DUE TO 


Conditions, it ony, which rs UN k Nowk 


gove rise to immediote 
cotse (0), stoting the under- 
lying couse lost. (a) 


Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o)} 19. WAS AUTOPSY 


PERFORMED? 
vSET NOP 


in 


7 r 

alee 
e. 5 3 1, PLACE Of DEATH he 2. USUAL RESIDENCE {Where deceosed lived. If institution, Residence before admission) 
ee Gh YL °. b. COUNTY 
& 32 CARRO MARYLAND DAD a WD CARE 
=e io b, CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN 1b €. CITY OR TOWN (If outside corporote limits, write RURAL ond give neores! town} 
8 8 4 RURAL ond give neorest town} * < Az 
3 52 LFinksburg| 5 YEARS || Wee Steteetoe. Fy VIK S RURG 
2 2 d. NAME OF HOSPITAL (if not in hospital, give street address) d. STREET ADDRESS e. tS RESIDENCE 
rod Kw OR INSTITUTION i Be ) ON A FARM? 
s Py At home ourTe yes] Nog 
2 & 3. NAME OF First Middle tost 4, DATE Month Year 
a at 

3 

o 

oS 

2 


ath. 
\ 


Ra 


ao 


Then please remave carban papers. 


te has been signed by the attending physician and completely filled in by 


200, ACCIDENT WAS UNDERLYING [] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING [J CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm. | 20f. (City or town) (County) (Stote) 
Hour om. Whi Not while foctory, street, office bldg., etc.) | 
p.m. 19 fot work [J ot work i 


21. | certify that | attended the deceased fram OC TO. ER, we, o DEC. Zl. 19.29. that | last saw the deceased 


alive an. VEC. 2.0. wes --- and that death accurred af AM, fram the causes and an the date stated above. 
ADDRESS (Street, city or town, stote) DATE SIGNED 


4. RAD. 
mori DAMEL T., WELLIVER ~~ wWESTMINSTER MARYLAND 


Re. NAME ‘OF CEMETERY OR CREMATORY yi 22d. LOCATION (( own, oF county) (Stote) 
R ify) Oe = — J JL f— + 
SNe Mae, 23, S7 | ROSteY CEMETERY Ver Lyeden. Laplcl. Sd. 


23. FUNERAL DIRECTOR'S SIGNATURE Se ‘24b. REGISTRAR’S SIGNATURE 
VS AIS (4) > 4 : Y 
YEMoss) WL Yh. LLLEL Lhe pate DEC 2 4 '59 dvttun 


z 
Q 
= 
< 
y 
= 
& 
= 
u 
Ey 
z 
~~ 
6 
a 
= 


ENDING PHYSICIAN: The law requires that the death certificate be executed withi 


the hospital ar attending physician. 


‘OR: After this cert 
Page 3 shauld be detached far use as the burial-transit permit. 


TT 


ACTUAL ” 
SIGNATUR / AMD... 


* 


the registror priar ta burial, cremation, or remaval, and in any event within 72 haurs 


TO HOSPITAL O 
may be retair, 
TO FUNERAL DI 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ar Q: 
13612 CERTIFICATE OF DEATH vee oa ns LBOde 


coll 


€ 
5 
ww 4 Partli. ER SIGNIFICANT Ct no ns CONTRIBUTING TO DEAT! JOT RELATED TO THE TERMINAL QISEASE CONDITION GIVEN IN PART 1(a)[19. WAS AUTOPSY 
a ° 
= ie Tnvelutiona pene Teacts Of, CHS‘ gsociated with cerebral PERFORMED? 
3 ry) ; na qua ying phrase. ves] No 
= = 2a. GEIDENT ie ORDERING: Oo 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il af item 1B.) 
3 & [OR CONTRIBUTING (CAUSE OF DEATH 
5 U [(IF EITHER, NOTIFY MEDICAL EXAMINER) 
3 a) 20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Hame, form, ; T 20F, (City ar tawn) (County) (Stote) 
5 = Pete) ecciee While Not whit foctory, street, office bidg., fe ! 
o 9 ‘ As 
= = p.m. jot work [[] at wark [7] 
a 
: 
o 
2 
° 
= 


~ ce 
® B2 if PLACE OF. eH 2, USUAL RESIDENCE (Where deceased lived. If institutian: Residence befare admission) 
- iy * Carroll marviano || ° Maryland B COON. alte; City 
a Wo 3 b. CITY OR TOWN (If autside carporote limits, write | c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN [IF autside carporate limits, write RURAL and give nearest tawn) 
2 S RURAL and give nearest tawn) , 
0 SR Sykesville Sy. lm. 12d. Baltimore avol-u 
. 3 Ea lie c: ees Beara (If not in hospitol, give street address) d. STREET ADDRESS eS IS RESIDENCE 
Seay y 

g 8S Smingfield State Hospital 4210 Loch Raven Blvd. ves CO nots 
2 e 5 3. NAME OF First Middle Lost 4. DATE Manth Day Yeor 
x - é 
a 2; (Type or print) DELMA SPEDIEN WILSON DEATH December 10 1959 
a se 5. SEX 6. COLOR OR RACE |7. MARRIED [7] NEVER MARRIED [1] | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
3 2 los} birthdoy) | Manths| Days Mi 
2 t¢ ~ | Female White wipowen PX] Divorcep 1] 3-1h-79 yrs. 
Ss i= = 10a. USUAL OCCUPATION (Give kind of work dane| 10b. KIND OF BUSINESS OR INDUSTRY ]11. BIRTHPLACE (State ar foreign country) 112, CITIZEN OF WHAT COUNTRY? 
2 83 uri out af working life, even if retired) 
aie ousewife o-oo Maryland U.S.A. 
iSaeeo 3 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 

o 
2 epee —* William EB. Spedden Sophia F, Kemp 
Bakes 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | INFORMANT Address 
: th & (Yes, no, of unknown) (IF yes, give war or dates of service) " ‘s ¥ 
i Sie No | --- Records, Springfield State Hospital 
3 a 3 18. CAUSE OF DEATH [Enter only ane couse per line far (a), (b), and (c)-] NV ARREIEEN 
in Sie PART |. DEATH WAS CAUSED BY: Bilat 1 br h * ° ane 
Sy oie IMMEDIATE CAUSE (a) atera onchopneumonia Days 
3 ££ Lf Xf DUE TO 

> f 2 2 s 
a Conditions, if any, which wo__Arteriosclerotic cardiovascular disease Years 
3 m3 gove rise to immediate a) 
MS cause (a), stating the ynder- DUE TO 
Ten lying cause Jast. 
©6¢c ying couse laste 
3.09 
BZao 
ates 
See 
Zo5 
<q aa 
oie 
ped 
zoe 
a 
8 
rd 
oa 
Zz 
i 
es 


the registrar prior ta burial, crematian, or removal, and in any event within 72 haurs ofte? gegth. 


page 3 should be detached far use as the burial-tronsit permit. 


3 21. | certify that | attended the deceased fram____Mareh 7 __, 19.95., eT 19.59 that | last saw the deceased 
= alive an__ 0, 1959 , and that death accurred at2:15 AM, fram the causes and an the date stated abave. 
ae ADDRESS (Street, city ar tawn, state) DATE SIGNED 
; eae ie saa 
¢: | iw L mo. Springfield State Hospital... 
£6 
ae PHYSICIAN'S 
S23 NAME (type) __Mgustin del Campo, M. D. Sypeevidide,: Maryland a 
a3e 72a. BURIAL, CREMATION, | 22b. DATE THEREOF ‘22c, NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, ar caunty) (Stote) 
i 12 ep REMOVAL (Specify) 
e Buri 9 Druid Ridge Ce Pikesvi 
Ree 23.5 UNERAL a OR'S. SIGNATURE ADDRESS ce Qua. REC'D BY REGISTRAR | 24b- REGISTRAR'S SIGNATURE 
Vs AIS 
Tea 9798 LL, \ chp \Aine » py 1) Pre 15°59 Cledtlun £ Hoan 


if 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 “6 y 3 
13556 CERTIFICATE OF DEATH aes 


Reg. Dist. No. 


a] 


~~ oe 
es es 7. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If institution: Resigence before edmission) 
8 $57 ©. COUNTY 2 Ve b. CBUNTY 
= Se M Ceol Gp. __mam “na C22 
= a “4 he . Ga <7 —“ 
£ De b, CITY OR TOWN {if outside corporate limits, write | c. LENGTH OF STAY IN Tb ¢. CITY OR TOWN {If outsigé corporate limits, write RURAL and give nearest fawn) 
S po 
8 of RURAL and give nearest town). 4 4 camel 
232 , AE P22» E MOLLE ALAL OM GA 
2 ae NAME OF HOSPITAL {If not in Ti ncoee give street oddress) d. STREET ADDRESS e. 1S RESIDENCE 
c a 4 ~ OR INSTITUTION ts) / 7) Ez ON A FARM? 
v nx 4 
g 35 C6 2-/Zztee, ae Le AZ Yes O]_NO Bie 
° 
2.5 3. NAME OF » RATE Manth Yeor 
2 Bee DECEASED Als 
a 2 3 {Type or print) ais kh LEG LEC! LB bse § DEATH wSe 
2a 
3 =e §. SEX y, 6. COLOR OR ipAce 7. MARRIED ETEVER MARRIED o 8 DATE OF BIRTH ” trary 
= 2 7’ 
& 3. ta tf wipoweo fF] —_—ovivorceo [J] FA ey J. Ge 
2 E&: USUAL OCCUPATION (Give kind af work done] 10b. KIND OF BUSINESS OR INDUSTRY |1. BIRTHPCACE ( fa or Kereiah _ 12. ey OF WHAT COUNTRY? 
> é 
8 8 83 dyzing mast of, warking life, eyén if retired] 
S$ Bes (ilQiget ki LAS ne Se. 
3 cfs WME . 14, MOTHER'S MAIDEN NAME 
ege E x 
2 8383 2 = 
B Ber Z Li A ALLA 0 LL 2. 
& 26 \ WAS DECEASEDEVER IN U. S. ARMED kkk 1 a RITY NO. ]17, of ty ‘Add ,, 
0 ee oe Sih ake =. 
ta “a ¢ 
eras Lit: OL - Leliatntie [hiat Fitematts Ly 
3 & a 4g ) 1B. CAUSE OF DEATH [Enter only one edise Pr far (a), (b), ond ref INTERVAL BETWI BETWEEN 
Og = 90s: PART |. DEATH WAS CAUSEDBY: 2 
o Ses IMMEDIATE CAUSE (a Re 
—£ of =, ‘ = ; 
5 FF Hi DUE TO 
> a o — 
F ie 5° Conditions, if ays which re Ly een G 
3 Eo-« gave rise ta immediate 
Be) Gy eee: catse (a), stating the under: DUE TO aa 
Ter%=v lying cause last. G PIS, Do DIT CK. 4 
© Oce#§ {<) 
2235 — "3 Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIEUTING 10 DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)[19. WA ZAUTORSY 
2R0f5 gfe 
2.458 z yes [JJ NO 
ease} 6 2 im} 
2 2 9 
e255 = | 200, ACCIDENT WAS UNDERLYING C]__ | 20b, DESCRIBE HOW INJURY OCCURRED. (Enter. nature af injury in Part lor Part Il of item 18.) 
e ae = 
Ces a oe & | OR CONTRIBUTING L] CAUSE OF DEATH 
Zegegs | (iF EITHER, NOTIFY MEDICAL EXAMINER) 
Zsess & |20c. TIME OF INJURY Month, Day, Year | 20d. INJURY = 20e. PLACE OF INJURY (Home, farm, | 20F. (City or tow: (County) (State) 
Ss les 3 Hour 48m, While Nat wi factory, arent abice bldg., etc.) } 
EsE°§ Fy pom, Jat wark [J ot a Hl f 
OEres 
Zao ae 21. I certify that | attended the deceased fram. eee. 19. Sta beh NI9s £ at | last saw the deceased 
plese 
8 fg rs 3 alive on, = ek ae 12. 4=%_, and that death accurred at_. A} yy, fram the causes and an the date stated abave. 
F=6 i | dl a4 ADDRESS (Street, city ar tawn, stote] DATE SIGNED 
ze AL é Es. Gm . 
Ofazs Ft Foxe 
22485 PHYSICIAN'S. >) jae Le, 
Bese: NAME (Type) Re ae Oe ose dir a LS eee eee eee 
= = 
a 23 be ? Za. BURIAL canon 2b. DATE THEREOF Zac. Ni e OF CEMETERY Og -CREMATORY [ 22d. LOCATION (City, town, ar vey Sie 
>S & REMOVAL ap . 
= g \ 
ofo ke 4 Dia Wass rS FI pal /$ EBD pai 
ee . R (Les oft 40. ee D BY ae ft 5 Ka 
VS AIS (4) ys q| ; Kia 
15M 9755 oanDEG 2 8 '59 tun & 


ee 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 Pe. 
13613 CERTIFICATE OF DEATH wg tn SSIES, 


id “Bl. PLACE OF REAM 2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmi e. 
oh ¢ 


COUNT : ; 0. STATE b. COUNTY “6 
MARYLAND LIURIYLHAD CORR O L4 
b. CITY OR TOWN (If outside corporote limits, write cc. LENGTH OF STAY IN Ib . CITY OR TOWN {If outside corporote limits, write RURAL ond give nearest town, 
RURAL ond give Neorest town) ~ 2S 4 
NBL = x UN/UN BHD 


d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS e. 1S RESIDENCE 
oR ane ON A FARM? 


+ 
YA L. yes (] No 
3. NAME OF lost 4. DATE Yeor 
DECEASED. J OF 
(Type or print} ip | @ Wy) P. +) LLh te DEATH 
5. SEX $. COLOR OR RACE |7. MARRIED [Z-NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE (In 


fox birthdoy) 
f*)} he wipoweo [] pworceo [} |/) 6. {ft 


100. qSuaL Be AON lene kind My eee 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLAC! (Stote or foreign country} 42, CITIZEN OF WHAT COUNTRY™ 
ing most of working life, even if retire 
CORMAN LR6AD Co MARYLAND USK: 
13. FATHER'S NAME f 14. MOTHER'S MAIDEN NAME, 
2 ae - s 
WILLIAM  YINGLING * POBLLIE S11 T 


15, WAS DECEASED EVER INU S. ARMED FORCES? ]16. SOCIAL SECURITY NO. |17. INFORMANT Address 
if 0. oF unknown} {tt yeu, give wor oF dotes of service) a: 7 = “7 5 
} L | Toke 10-0 C784 Teh VNGLING WNrinw RIP Ck 
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